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THE AGED AND AGING IN THE UNITED STATES 
(Detroit, Mich.) 


DECEMBER 10, 1959 


U.S. Senate, 
SUBCOMMITTEE ON PROBLEMS OF THE AGED AND AGING, 
OF THE COMMITTEE ON LABor AND PusBiic WELFARE, 
Detroit, Mich. 

The Senate subcommittee of the Committee on Labor and Public 
Welfare convened at 10:20 a.m., in the Community Art Center Audi- 
torium, Wayne State University. 

Present : Senator McNamara (presiding). 

Committee staff members present: Stewart E. McClure, chief clerk; 
and G. Fritz Randolph, minority staff member. 

Subcommittee staff members present : Sidney Spector, staff director ; 
Dr. Harold Sheppard, research director. 

Also present: Robert Perrin, administrative assistant to Senator 
McNamara; John Sweeney, legislative assistant to Senator McNa- 
mara; and James Sundquist, administrative assistant to Senator 
Clark. 

Senator McNamara. The hearing will be in order. 

The hearings today are being held in accordance with Senate Reso- 
lution 65, which authorized the Senate Committee on Labor and 
Public Welfare to establish this subcommittee on the problems of 
the aged and aging. 

The subcommittee has been engaged for the past 8 months in a 
comprehensive study of all aspects of the field, including the identifi- 
cation of the major problems of older persons and of the responsibili- 
ties of various agencies—both private and public—in filling their un- 
met needs. 

Our hearings today and tomorrow in Detroit are the last of this 
series which began 1n Washington and have continued in various 
cities of the country from coast to coast. 

We have developed a storehouse of information frora these hear- 
nigs and I know that the testimony in these next 2 days will add greatly 
to our knowledge. Considerablé progress has already been made in 
the city of Detroit and in the State of Michigan and we expect to 
benefit greatly from the material presented here. 

I should like to take this opportunity to express our great ap 
preciation to Wayne State University and to President Hilberry oa 
making available to us this beautiful auditorium and these magnificent 
facilities. This is the finest setting that we have experienced to date 
and the cooperation of this university is unequaled. 

I also want to congratulate the United C ommunity Services and 
Wayne State University for their superb work in coordinating the 
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senior citizens’ workshop conference which was held yesterday. It 
was an inspiring event. 

The discussion in the various groups was spirited and illuminating; 
I am looking forward with intense interest to the findings and recom- 
mendations which will be presented tomorrow morning. 

This is the first city in the Nation to convoke a conference of senior 
citizens themselves in a systematic effort to obtain their views on their 
own problems. I am sure that the results of this workshop confer- 
ence will be a high point in our entire set of hearings. 

The first witness this morning is the mayor of the city of Detroit, 
who has made very substantial contributions to improve the condi- 
tions of the elderly in this city. Iam happy and honored to welcome 
Mayor Miriani to these hearings and we appreciate the time he has 

taken to pr epare for them. 

Mayor Miriani, we are glad to have your statement and we under- 
stand it is rather lengthy and we would like to put it all in the record 
at this point and you may proceed in your own manner. 

(The prepared statement of Mayor Miriani follows:) 


STATEMENT OF Mayor Louis C. MIRIANI 


Honorable Senator Pat McNamara and members of the committee, I sincerely 
thank you gentlemen for this opportunity to participate in your assigned task 
of making a comprehensive appraisal of how we, as Amercans, are meeting the 
problems of the aged and of aging, and in pinpointing what these problems are. 

There have been many, many studies made by the Congress of the United 
States, but none of them is as important or can lead to more satisfying and con- 
structive results as can this study upon which you are embarked. 

I have read with interest your report on the expert testimony as to the over- 
all national problem, particularly to the findings that the number and ratio of 
aged persons will continue to grow and may reach from 20 to 40 million in not 
too many years hence. 

Growing old can be an experience of dignity, peace, and security. 

However, in too many instances it is far from that and instead becomes an un- 
necessary, horrifying experience with privation in food, lodging and health, and 
devoid of companionship, love and affectoin, and purpose of life. 

This problem is not new. 

Upon the very spot where this hearing is being held, the problems of the aged 
were met and disposed of centuries ago. 

I can visualize the time when an aged member of a wolf pack might have sat 





cold because he could not keep up with the pack and the pack had neither the 
means nor the inclination to do anything about it. 

But, you, say, that is the way of the animal kingdom. 

But man, too, is a member of the animal kingdom, and it is equally easy to 
visualize an aged Indian sitting alone in the same forest spot—left behind by 
his tribe because he no longer had the strength to make the necessary trek to a 
more bountiful hunting spot and because the tribe and members of his own family 
had no means to assume his burden. 

In each of these examples, death was the only solution to the problem. In 
the cold of winter it came quickly and mercifully. In summer it came more 
slowly and painfully. 

Our programs too often merely prolong the miseries of old age, by keeping our 
aged just warm enough so they don’t freeze to death; by giving them substandard 
subsistence allotments so that they don’t starve to death ; and just enough emer- 
gency medical care so as not to be accused of willful murder. 

This is not a pretty picture and, even though we have come a long way on 
the road toward recognizing our responsibilities to the aged, there still is so much 
that needs doing. 

I would be amiss if I did not pay tribute to the many persons in our society who 
have dedicated themselves to the problem. But they are far too few and their 
programs by necessity fall far short of the goal they, themselves, desire. 
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I say “by necessity” because the problem still has not been fully recognized by 
our people as a whole nor has it been fully recognized that solutions can be 
obtained. 

This very hearing may be the most important step we have taken to make this 
problem understood and to design proper programs for its solution. 

You have asked that we testify as to the efforts Detroit is making, and the 
unmet needs as we see them. I will attempt to outline our various programs. 
Other witnesses will go more into detail. 

An outstanding feature in the Detroit program is the degree of cooperation 
we enjoy between public and private agencies in demonstrated interest and con- 
cern for older people. 

The committee on aging of the United Community Services is continually 
assessing Needs, stimulating action, and supporting programs of direct 
service, 

The committee published a booklet on community resources available to older 
residents entitled, “Take Your Time and Make the Most Of It.” I understand 
that this committee has been provided with a copy of this booklet and a list of 
services provided by the United Community Services, which includes a full 
range approach to the problem. 

The scope of the activities by the United Community Services is very com- 
prehensive and includes— 

(a) In cooperation with the Wayne State University, College of Education, 
the committee sponsored a course in counseling the aged. 

(vb) Conducted a weekly half-hour TV show for 8 weeks, under the spon- 
sorship of a local TV station. 

(c) Presents an annual public forum series on one or more aspects of 
aging. 

(d) Presented a newspaper series on employment, nutrition, and health. 

(e) Sponsored three studies: Detroit and its senior citizens; study of 243 
older residents of public housing projects ; study of services for aging in two 
family agencies. 

(f) Made available with United Foundation-United Community Services 
funds, as a result of committee studies and recommendations, the following 
direct services : 

Personnel for Drop-In Centers to three UAW Retired Worker Centers 
and the Junior League Center. 

Caseworkers and clerical staff in family agencies with particular re- 
sponsibility for working with older people. 

Staff for Neighborhood Service Organization, to establish a coordinated 
social service operation at Herman Gardens public housing project, 
which has many older residents. 

(g) Conducted workshops for professional staff persons working with the 
aging, in the fields of health, family, groupwork, and volunteer services; this 
done in cooperation with planning directors in the fields mentioned. 

(h) Development of seminars and workshops with personnel directors of 
employer groups on the worth of older workers. 

(i) Promotion of more direct services, and carrying out of necessary re- 
search, in such areas as information and referral, coordinated counseling, 
medical, legal, and financial planning for older people in in the community. 

Other local voluntary efforts include— 

Casework counseling service by Family Service Society, Catholic Family 
Service, and Jewish Family Service agencies. 

Activity Centers for the Aged, Junior League Senior Centers, UAW-CIO 
Activity Centers, Golden Age Clubs, and Church Clubs. 

The Kundig Center for the Aging providing campus-living plan with rooms 
secured in the neighborhood and meals provided at the center and the Day 
Center activities. 

The Senior Citizens’ Arts and Crafts Store, an outlet for articles made 
by the aged and a yearly exhibit at the Detroit Historical Museum of Arts and 
Crafts of senior citizens. 

Preretirement programs sponsored by the UAW-CIO for their members. 

This is but to mention a few. The booklet prepared by the United Community 
Services, entitled “Take Your Time and Make the Most of It” contains a com- 
plete referral directory of both public and private agencies dealing with the 
problems of the aging. 

City departments are involved in several phases of the overall local program; 
the principal areas being in welfare, housing, health, and recreation. 
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Our local welfare budget includes about $2,500,000 for supplementing the allot- 
ments of 5,284 cases today in the Federal-State old-age assistance program and 
for supplementing medical aid. 

Our housing commission has a specially trained staff to aid the aged in housing 
matters. 

An estimated 1,800 elderly persons live in public housing in Detroit. This is 
from a total of approximately 35,000 people in the projects. Nearly all of these 
elderly people are living on social security benefits and/or pensions and unable 
to afford decent housing in the private market. 

In several of the projects which have a heavy concentration of elderly tenants, 
clubs have been organized which provide social and recreational activities under 
the auspices of various agencies. 

The housing commission makes every effort to place elderly families in units 
which require no stair climbing and are close to shopping facilities. 

An example of specialized services for the elderly is the “meals-on-wheels” 
program at the Herman Gardens project. Under this program, a hot and a 
cold meal are delivered to the homes of elderly families by volunteer workers. 
There is only a very nominal charge for this service, which assures that people 
who are unable to prepare their own meals will have an adequate diet. 

We recently announced that an entire apartment building in the Jeffries hous- 
ing project will be converted to the use of the aged. It has 112 apartments 
and special facilities will be provided for hobby rooms, wheelchair ramps, and 
bathtub railings, ete. 

Occupancy is scheduled for January 15 and age minimums have been estab- 
lished at 65 for men and 62 for women. In the case of couples, only one must 
meet the minimum standards. Rents will be $28 to $70 a month, with maximum 
income for admissions set at $4,200. 

We are considering setting aside another high-rise apartment building for the 
aged later. 

The department of parks and recreation has instituted many programs at its 
community centers and works with neighborhood groups in behalf of the aged in 
the public housing projects. 

Senior citizens’ programs are currently operating at the following centers with 
direct leadership: 


-atton Recreation Center Clark Park 

GAR Center Northwestern Field 

Cannon Recreation Center O’Shea Center 

Herman Gardens Center Chippewa-Cherrylawn Center 
Delray Center Kronk Recreation Center 


The St. Clair Recreation Center is used on a 5-day-a-week basis by the UAW- 
CIO Local 212 for a senior citizens’ program. 

Specialists in crafts, choral, and social recreation are loaned to the UAW-CIO 
senior citizens’ programs in the capacity of direct leadership. 

(a) Choral program: Two groups per week—approximate attendance 
30 to 50 adults per group. 

(b) Crafts: Three groups per week—approximate attendance 15 to 25 
adults per group. 

(c) Social recreation: One group per week—approximate attendance 30 
to 50 adults per group. 

The department of street railways has provided for a 10-cent fare for retirees 
in all but the rush hours 

The department of health conducts consultant services in geriatrics and 
chronic diseases as well as its supervision and administration of normal health 
services. 

The civil-service commission, together with the operating departments, are 
constantly studying and trying to improve the city’s personnel system as it 
relates to age. In attempting to provide more job opportunities, it has been 
necessary to limit this activity largely to those who have been in city service. 

However, it has established for certain classifications, such as watchmen and 
coach service attendants, a minimum hiring age of 40, thus making possible 
employment opportunities for persons who would have difficulty in securing 
employment because of age. Veterans’ preference provisions in State and local 
law have the effect of removing maximum age limits where they exist for vet- 
erans except for beginner, apprentice, and learner positions. 

The city employs some 28,000 persons from the age of 16 to the retirement 
age of 65. Obviously, there are many who become physically or otherwise super- 
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annuated and unable to carry out their normal work assignments. As a matter 
of policy, all departments have made effective efforts in providing other work 
assignments in such cases to the person’s ability to perform. 

With respect to retirement, charter provisions provide for retirement at the 
age of 65, with the prevision that employment may be continued to the age 
of 69 if required for the good of the service. The employment problem involved 
here is essentially whether the individual who has attained the age of 65 cannot 
be effectively replaced. 

The retirement system of the city is supplemented by social security and 
provides reasonably adequate retirement allowances for the lower-salaried 
employee. 

These are some of the highlights of what is being done. However, I know the 
committee is more interested in what more can be done. 

At the request of your chairman, we canvassed our department people dealing 
with the senior citizens’ programs to explore their thinking as to the areas 
of unmet needs. 

The first and most important consideration necessary to bring about an 
adequate program for the aged is the need for the creation of realistic standards 
for old-age assistance and social-security allotments which will provide a level 
of living above mere subsistence. 

Our records show that during the fiscal year 1957-58 a monthly average of 
4,760 old persons received local supplementation to their State of Michigan 
old-age assistance grants at an average of $35.20 per month and at a net cost, 
not ineluding administration, of $167,554 monthly, or $2,010,650 for the year. 

These figures increased for the fiscal year of 1958-59 to an average of 5,124 
persons receiving a supplementation of $36.05 per month, or $2,215,415 for the 
year. 

The above figures do not include the full costs of nursing-home care being 
met directly by the city of Detroit Department of Public Welfare for Detroit- 
settled persons. In addition they also receive social services from the depart- 
ment after their eligibility has been determined and while their applications 
for old-age assistance are being processed by the Wayne County Bureau of 
Social Aid, a State agency. 

Nor do they include the administrative costs of providing guardianship for 
some 95 aged persons for whom categorical grants and/or old-age assistance 
would be denied if the guardian was not provided. 

The financial burdens being thrust upon local units of government to supple- 
ment the Federal-State assistance program for the aged clearly indicates that 
legislation is needed at the Federal level to increase old-age insurance and to 
raise the matchable ceilings of old-age assistance under public assistance title 
I of the Social Security Act. 

The State legislature should abolish the statutory maximum for old-age assist- 
ance grants in Michigan. 

The theory of social security was the assumption and centralization of re- 
sponsibility at the Federal level because of the uncertainties and impotency 
of the local unit. More and more the local communities are hard-pressed for 
sources of revenue and they are without the authority in most cases to extend 
the tax base. It seems logical that a perfection of the original principle of 
Federal control would call for a full responsibility with no residual financing 
by the local community. The full financing would be logical and just since the 
Federal old-age program is financed from local sources, and the greater part 
of such financing is derived from those congested communities which have 
the aged in large numbers, and are completely hard-pressed for financing of 
any kind. 

Aside from the problem of welfare finance, other vexing issues are evident 
and will undoubtedly become critical. We are thinking particularly of the 
impact of automation, of changing working conditions, fringe benefits, and 
pension plans which will affect the average worker in a community such as the 
city of Detroit. 

If, as indicated by some experts, the critical retirement age is more apt to 
increase from 65 to 75, and if the population of those above age 75 is to increase 
from the present 714 million to approximately 9 million by the year 2,000, and 
if life expectancy is to reach age 90, 95, and 100, local communities will be 
faced with further serious problems of housing, health, recreation, service, 
public interest, and welfare. 

The needs in the areas of health, housing, income maintenance, and personal 
adjustment are aggravated in this rapidly changing urban community. 
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1, HEALTH 


Chronic illness is the No. 1 problem in this field. The mushrooming of com- 
mercial nursing and convalescent homes gives evidence of this. Standards of 
care have not kept pace with the development of new facilities. The lack of 
preventive programs and home-care services too often forces the elderly into 
institutions prematurely and unnecessarily. Voluntary agencies have demon- 
strated that services which help them remain in their own homes are effective 
and economical, but voluntary funds are inadequate to cover the need. The 
regulation of the State department of social welfare which does not allow pay- 
ment to private agencies for nursing or home-care services of recipients of 
old-age assistance works hardship upon the dependent aged and is more costly 
to the community in the long run. 

The numbers of medically indigent are increasing. These are people who 
have enough income for daily living and therefore are ineligible for old-age 
assistance but they have no cushion against illness; as a result, put off going 
to a doctor, or taking preventive measures until catastrophic illness strikes 
and long-term care is inevitable. This is expensive to the individual, the family, 
and the public. Those with fairly substantial savings cannot meet the present 
cost of medical and hospital care for more than a short period. 


2. HOUSING 


The changing character of neighborhoods within the city, and the movement 
of young families to the suburbs often leaves older home owners and renters 
in low value structures in depressed areas. On the other hand many older 
people are overhoused in homes which they can no longer keep up, but which 
they cannot sell for sufficient money to purchase more suitable housing. Public 
housing provides for many of the low income aged, but development of a wider 
variety of public and private housing is needed. 
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38. INCOME MAINTENANCE AND EMPLOYMENT 


These problems are intensified in this area by the numbers of unemployed 
heads of families in the 45 to 64 age group. The development of part-time and 
odd jobs for the over-65 group offers possibilities for those who need to increase 
their income and want to work. 


4. PERSONAL ADJUSTMENT 


Older people do not seek help until a crisis arises, and then do not know where 
to turn for advice and counsel regarding family, legal, and personal problems. 
A coordinated community service, readily available to them regardless of social 
or economic status, is one of the unmet needs. Personnel trained in the field 
are in short supply. 


5. LEISURE TIME AND EDUCATIONAL OPPORTUNITIES 


Detroit has made a good start in providing visible services for certain groups 
of older people, but the problem of loneliness and isolation for those who are 
unknown and unreached by present programs presents a challenge to the whole 
community. 

I am in agreement with the suggestions that the Federal Government should 
concern itself with full responsibility in the areas of health and health mainte- 
nance services, financial security, employment opportunities, and housing. This 
would leave the responsibility for leisure-time activities and social relationships 
with local communities. 

I join in urging this committee to recommend that a Federal Commission on 
the Problems of the Aging be established in the Department of Health, Educa- 
tion, and Welfare. Such a commission should be comprised of representatives 
of labor, health, educational, and welfare groups and be given the task of pin- 
pointing the areas in which the Federal Government should be more actively 
engaged. 

There is total agreement that a better program is needed to relieve the financial 
burden of medical care for older persons. This includes the need for research 
programs for aging and chronic diseases and a stepped-up program for self-aid 
in health matters, such as providing training and counseling to understand the 
importance of maintaining health by regular medical supervision. 
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There is a definite need for more adequate nursing homes, homes for the 
aged, and more institutions for the chronically ill, both physical and mental, 
as well as bettering the supervision of such institutions. 

And of prime importance in this fleld is the need for a stepped-up program for 
the recruiting and training of much needed personnel in all the case-work 
categories, including counseling, nursing, recreation, home aides, and other 
social work fields. 


There are two employment problems. The first concerning those in the age 
group from 45 to 65 who have been hard hit by the growing practice, particularly 
in our mass industries, of not hiring anyone over 45. The other is the problem 
of permitting those over 65, who have something to contribute, to find gainful 
employment after 65. In this latter area it seems that a retraining problem 
would be worthy of immediate consideration. 

I would also urge most strongly that this committee take all possible steps to 
acquaint Congress and the administration with the continued need for public 
housing for the aged. 

Public apathy toward the problems of the aged and of aging is a natural out- 
growth of the fact that we cannot do anything about growing older. 

What must be done is to create public interest in the fact that much can be 
done in learning how to grow old. This becomes more and more imperative as 
medical science continues to increase the normal span of life. 

We must also stimulate public interest in the acceptance of public responsi- 
bility of providing the necessary economic and social aid in the proportion to 
which these are needed. 


STATEMENT OF HON. LOUIS C. MIRIANI, MAYOR, DETROIT, MICH. 


Mr. Mrrrant. First of all may I thank the U.S. Senate for setting 
these meetings up and having our senior Senator come and chair these 
meetings. 

We have submitted a statement that brings up to date just about 
everything that the city of Detroit has been doing. We have tried to 
make it comprehensive so it will be a handbook of where we are in 
the city of Detroit. I shall not read the statement because it is now 
available and it will be printed in the proceedings and many of the 
people who wish it can simply ask for it and get it. 

But in the analysis of this entire problem, one I have worked with 
for 15 years, having been one of the lawyers that was appointed at 
that time by Governor Murphy, as I recollect in trying to work out a 
program of old-age assistance I have been very, very familiar with 
many of the problems that we have. 


ROLE OF FEDERAL GOVERNMENT 


As mayor, of course, I have tried to distinguish exactly what phases 
the Federal Government ought to get into, the State ought to get into, 
and then the city ought to get into; in other words, what are the de- 
marcations for each. As I have analyzed the statement and trying to 
be brief, too, because you have many other witnesses and the statement 
ought to suffice, it would seem to me that as we analyze it that the 
Federal Government could in its programs try to work out a specific 
program of the State and the cities to the effect that their sphere of 
influence ought to be social security, No. 1; housing, No. 2; and health, 
No. 3. 

Those are the three main categories as we see it that need time and 
attention and means, and certainly a city such as Detroit could not 
augment any more of the means that we pay, but we could have some 
money left over and available if the Federal Government and the 







Kivi Ali 


Pritviitussrvd 


wei tiv 


2022 THE AGED AND THE AGING IN THE UNITED STATES 


State government would meet what I consider is their responsibility, 
and I should like to pinpoint this. 


SUPPLEMENTAL AID 


In the city of Detroit, particularly in the welfare division, we have 
a number of senior citizens who receive supplementation, that is money 
over and above the moneys they can receive from the State and Fed- 
eral Government on that matching formula. 

Very few people know it, but it costs us per year better than some 
$2,500,000 for supplemental aid over and above the grants they are 
given. You may ask, On what basis do you supplement? For ex- 
ample, social security: Many, many, as I have pointed out in the state- 
ment, of the people get from social security perhaps less than $50 a 
month so the welfare division would supplement the addition from 
$50 to whatever the budget is and the standards as set up by the 
Social Security Commission. 

We have a second category of cases and those cases again have sup- 
ylementation, those who receive old-age assistance from the State and 
Federal Government on that matching basis and the amounts are in- 
sufficient to care for them, then we supplement the difference between 
that and the budget. 

And the third category are cases where many of our senior citizens 
are confined in convalescent homes. It costs about $240 a month to 
keep them there and they are in there after serious investigation and 
approved because of necessity. 

The State and Federal Government pay as I remember $150 and 
the city of Detroit pays the difference of $135 a month. They make 
up all the bulk of the cases, those three categories that are better than 
$214 million. 

We have had the old age assistance program since 1935, 24 years. 
I have been a proponent of the theory we ought to get rid of the old 
age assistance program by putting everybody under social security. 

You would make it all inclusive and get away from this constant 
turmoil of investigations and if you clean it out you will get it asa 
matter of right, that it belongs to you and no one can second-guess 
you. 

HIGH COST OF CHRONIC ILLNESS 


The second field as we see it is in the field of health. Despite cne 
fact that we have tried to set up all the facilities we can to take care 
of it, nevertheless it is almost impossible where you have chronic ill- 
ness to even begin paying for it. Here is the tragedy of it. In the 
receiving hospital on occasion, and this is not a lot of cases but there 
are a considerable number of cases, an elderly person may fall and 
break his hip. We must take them because they do not have any 
assistance, and with the county we try to set up what should be paid. 
But that person may be confined in the hospital as many as 100 days. 
And if you consider that a hospital bed costs roughly around $26 a 
day, you find out that in that case they are going to cost the city and 
county better than $2,600. 

We have had cases that have run as high as $5,000. We accept that 
responsibility. But as I review these cases it seems there should be a 
better way of handling these particular cases which, although they 
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are not great in number, nevertheless pinpoint that there has got to be 
a good health program and some method of giving time and attention 
to giving medical and convalescent care to senior citziens. 

I give this emphasis on senior citizens because you and I will be in 
that category some day and I want these grants so we can lead happy 
lives. We have all these selfish interests. I think the Federal Gov- 
ernment will have to lead in setting up standards to show what can be 
done. 


HOUSING 


In housing I must say we have had considerable success with the 
Federal Government working with us. We have better than 1,800 
senior citizens living in our public housing program. We were able 
to set aside money for an entire building in our Jeffries project, and 
I am sure it will be successful for the use of the aged. 

That doesn’t mean we are taking housing away from families. 
Families with children don’t care to live in apartment types over the 
fifth floor so you get this continual pressure of wanting to be down 
on the first floor. They are not taking housing away from families. 
And assuming that our Lafayette extension we are working on will 
be feasible and we begin that there will be a number of buildings we 
can then join and add to this backlog of applications that we have and 
our senior citizens will have some fine housing at low cost rentals and 
there will be facilities set up sufficient for the recreational needs part 
and that will give them many, many advantages. 


EMPLOYMENT 


Then we come to the maintenance and employment. I have no pat 
answer. We do have a certain pension system that permits retire- 
ment after 62. Let us use the term in relation to 65. It may or can 
extend the time up to 69. And we have tried to set the rule usually 
of whether the person let us say is indispensable but I find that the 
economics of many of the men that come to retire at 65 or such, we 
can give them an extension of 6 months or a year and it has not 
been prevalent but we have tried to be very, very fair in trying to give 
extensions where warranted and I have come to the conclusion as I 
always have that some people are old at 50 and some are very young 
at 65. 

When we think they have the elasticity and bounce of doing work 
at 65 we have been granting extensions strictly on the basis of this 
program. We think compulsory retirement at 65 can be wrong be- 
cause as I see them I see many of our very good friends who are very 
useful at that age and their experience is very valuable. 


SENIOR CITIZENS CONTRIBUTE TO LOCAL GOVERNMENTAL ACTIVITIES 


We have been using many of our retired industrialists, commercial 
people, our labor and many, many groups on many of the committees 
that we have and I find that because of the time they have they cannot 
only add and give you a lot of good advice and a lot of good material 
but that their recommendations are pretty wholesome and good and 
we are sticking to the point that we have a backlog of very fine cit- 
izens who are now at retirement age and are anxious to do some kind 
of work with the committees in our city or county government. 
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Lastly I should say thaf if we could finance, and certainly there is 
no use of even attempting to defend or justify it, because i am sure 
Congress realizes it is a matter of money, every time you do some- 
thing you have to say, “Where is the money ?” 

There is no question that the social security that the average person 
in Detroit receives is low. Detroit is an area that probably ranks No. 
1 or 2 with New York, Los Angeles, Chicago, and San Francisco, in 
cost of living, and there has to be supplementation. 

If the program must continue as it is, and we cannot get the changes 
until we see what the Congress of the United States believes it ought 
to aim for or strive for, it seems to me these programs ought to be 
relaxed. The ironclad rule of standards should be done away with, 
and payments made on the basis of need. The need ought to be pred- 
icated on the basis of the State and its capacity of meeting part of 
the need. 

I was on a commission for some 12 years and we came to the con- 
clusion that you could use formulas but usually after a period of time 
these standards are set up by Congress and you accept them. We 
accept them in Michigan in many, many phases but if the economics 
of the situation could be met somewhat there is a relaxation of the 
rules, even in the earning capacity. It seems to me you could only 
earn $15 a month, am I right on that? In social security what can 
you do? 

Senator McNamara. A hundred dollars. 

Mr. Mirtant. Even in a capacity of that you have sometimes a 
relaxation because a hundred dollars is not sufficient to take care of 
someone. I found out that our men that reach 65 always select some 
cute girl 10 or 12 years younger and he has the problem of waiting 
till she is 65 and he may not be around by that time. 

That aside I throw in as a part of the problem we have. I want 
you to know we have a lot of cute kids at 65 too. I just talked to one 
and I said, “Dear, you look sweet and pretty,” and she said, “I am 
still in love with the fellow I married 50 years ago.” 

There has to be a health program set up. A health program for 
senior citizens is one of the musts. 


LEISURE TIME ACTIVITIES FOR SENIOR CITIZENS 


Housing would be the third. When it comes to leisure time activi- 
ties for senior citizens, I think that is the problem of the city. We 
are trying to think if we cannot use a wing of one of the buildings in 
the parks for the senior citizens. 

I find that once you set up a program of action and you give them 
facilities other than janitorial work they will take care of it from 
then on even to augmenting the income to have better facilities, pro- 
jectors,and thingsofthatkind. __ 3 

I think my statement points this up. I have been thinking of a 
committee as I said to the Senator, not a large one, a committee of 
some technicians to make an analysis of the new centers that we 
have. They have been built with the aim of expanding them so the 
structure is there particularly in the parks. We have about five of 
them. 

If we can add a wing to those buildings and then work out with our 
senior citizens that that is theirs and this is a reading room, a card- 
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room, and a projection room and all the things that go with them of 
the recreational facilities, along too with a possible setting up of the 
health department of recreation division, they can have a spot where 
they can discuss many of these problems. 

I think the approach to the problem then in our rounded program 
would be very, very good. 

I close on this by saying that I am sure the statements and the 
testimony that will be given by our citizens and by many organizations 
will pinpoint a way of action. The economics it seems to me is very, 
very important—if we can somehow guide and direct so that a city 
like Detroit instead of spending supplementation of $214 million can 
use some of that money. 

The DSR has for quite a number of years been giving a special 
fare for the aged. We do it every 6 months and some say, “Why don’t 
you do it permanently?” “It is permanently,” I said, maybe the only 
reason we do it every 6 months it is kind of nice to hear from them to 
ask us to extend it for another 6 months, because once they get it for 
keeps they won’t say, “You are nice guys.” So that is the only reason 
for it. 

We write letters, the association groups meet. Our recreation com- 
mission will write a letter saying, “What are you going to do about 
it?” We usually write back and say, “We will give you another 6 
months because we want to continue this.” 

And I think perhaps we ought to suggest to the commission that 
we do it year by year because there you come into the matter of cards 
and things of that kind that are not important, still we believe in this 
kind of program and kind of action. 

We think there is a definite responsibility that you can roll all the 
dignity together with respect and with happiness and using that as a 
creed the 2 million people who make up the city of Detroit are anxious 
to meet their responsibility and obligation. 

We wish to thank you, particularly, senior Senator Pat McNamara, 
for this opportunity to appear before your committee. 

Thank you, sir. 

Senator McNamara. Thank you, Mayor Miriani. We appreciate 
your very fine statement very much. Certainly it indicates the years 
of experience you have put in studying these problems generally, not 
only from the local level but the many years that you served on the 
State welfare level as well. 

You mention the need for a Federal commission on the problems 
of the aging under social security. Do you prefer that to setting up 
a bureau for aged persons at the Federal level under the Department 
of Health, Education, and Welfare? 

Mr. Mrrtant. Either way would be all right. I thought the ap- 
proach we suggested to the social security division was to keep it with- 
in that division because it is much easier to get a social security group 
interested in these particular phases of the problems. And knowing 
how bureaucracy works I thought if it was done in that division go- 
ing up to the commission itself that usually the — who work at 
it are very capable and good and the reports would be very solid and 
factual and the recommendations based on good, sound thinking in 
facts. 
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LEGISLATION ON AGE DISCRIMINATION IN EMPLOYMENT 


Senator McNamara. You made reference in your statement to the 
need for abolishing discrimination in employment on the basis of age. 
Do you feel that legislation at the Federal level could be enacted in 
this area, or do you think it should be left to the State? Several 
States I think already have such State legislation. 

Mr. Miriant. If we could work it out on a State level I would like 
us to do it. We have around 3,800 cases, men over 45 who worked with 
a particular concern in Detroit for 15 or so years who are not willing 
to go back in 1960. Every time they go, this is the record we have of 
these men of substance, age they c laim is the reason w hy they can’t get 
in and let us say they won’t even accept applications. 

If that is so we have reached the point in our society that the in- 
dustrialists in the company feel that a specific age younger than that 
is the age we want. Then unless we can expand our program we nat- 
urally must give protection to people who through no fault of their 
own are unable to work. 

It happens that most of these are in the unskilled groups but when 
I say unskilled I don’t mean they are only able to sweep and do some 
cleaning, they are fairly competent people who can work at machines 
but their feeling in their talks with our social workers would indicate 
that they can’t get. work because of their age. There is nothing wrong 
with them, they are healthy and capable, they want to learn ‘and are 
able to learn. And if that is so, and I am beginning to suspect it is, 
some protection will have to be given either through negotiation of our 
labor contractors or through a statute, whether Federal or statewide 
that gives that protection and leads to nondiscrimination because of 
age. 

HOUSING FOR THE ELDERLY 


Senator McNamara. On your housing commission I think you have 
done quite as good a job as any large city in the country in housing the 
elderly. Do you have a tremendous backlog in this area? Are there 
many applications that you are not able to take care of ? 

Mr. Mirrant. No; we have this new one we have announced, and 
that will be about a hundred and ten families and the housing com- 
mission and incidentally your brother Tom McNamara is president 
this year, and Tom informs me they have enough applications to fill 
that and maybe two others if we had them. 

So we have been working with Carmel Hall, the Salvation Army, 
interested groups, and several of our religious denominations are now 
thinking of trying to purchase facilities. We have been working 
with them and the minute you make an announcement of that type and 
you put it within their means applications do come in from many of 
our citizens who would like to come in on specific projects. 

Senator McNamara. That is very interesting. Thank you very 
much, Mr. Mayor. We certainly appreciate this fine presentation very 
much. 

We have a panel now on the problem as experienced by the older 
workers. The panel consists of John McDaniel, Jean Velden, and 
John Kief. Will you gentlemen come up here and take seats. Mr. 
Max Horton, will you join this group. 


Mr. McDaniel, will you begin. 
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STATEMENT OF JOHN K. McDANIEL, REPRESENTING UNITED AUTO 
WORKERS, AFL-CIO 


Mr. McDaniet. Ny name is John K. McDaniel. I live at 80 
Seward in the city of Detroit. I work for the UAW, assigned to 
coordinating the activities that are connected with the agreements with 

various managements and taking care of those who in the past 3 years 
have had a catastrophe such as I refer to the Studebaker-Packard 
workers from which plant I come and had 22 years of seniority and I 
am at the age of 57. 

For the last 3 years I have had occasion to have to deal with the 
Studebaker-Packard workers who by merger and by transition to 
South Bend of the total facilities of that company have left an aged 
membership unemployed and in complete destitution. 

It is hard to cover the plight of these people in a few minutes, in this 
age bracket, and I wonder if I may be privileged to supplement for 
the record in detail some of the real problems that confront these 
people and submit it subsequently to the hearing. 

We had a plant in Studebaker-Packard where there was an average 
age of 55. There were 10,000 people on the roll which were thrown 
out of employment by virtue of the discontinuance of the Studebaker- 
Packard plant here. 

These employees had over the period of years entered into highly 
mechanized skills, building the Rolls-Royce and boats during World 
War II and then also defense contracts on the Liberty Motor in World 
WarlI. We were able through the union to prevail on Curtiss-Wright 
who was the business manager of Studebaker-Packard through a 
merger project and, a stock acquisition planned by a given date, the 
union was able to negotiate a transition of older people ‘by seniority in 
various lines of work that they had done at Studebaker-Packard to 
Curtiss-Wright. 

Twelve hundred of these older employees were transferred. Im- 
mediately following, the Government canceled the contract for the 
Dart missile, which was an obsolete missile, they canceled the contract 
with but 24 hours’ notice affecting 600 people. These people that 
were affected were over 60 years of age. They were not able to have 
social security because of the age limitations of social security. 

They were thrown onto the relief rolls or what have you. The 
children if they were fortunate enough to have them, were willing to 
help them and were obligated to help ‘them, and in addition the Stude- 
baker-Packard pension plan didn’t have time to amortize and was 
inadequate to take care of these people or to aid them in this early 
retirement. 

The real impact is hard to realize unless you sit at a desk and inter- 
view these people as they come in. They sit and cry about their 
plight. They point out that they have moved in with their youngsters 
and have disrupted the home life of their youngsters to the point 
where the youngsters are in many cases, at the point of divorce. All 
of these things are of tremendous impact. They have even felt that 
the end of the world was here and they should do aw ay with them- 
selves. This is the plight we have and it seems that in the cancellation 
of the contracts that took care of over 1,200 of these aged Studebaker- 
Packard people at Curtiss-Wright that a bidding program has been 
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going on in competition under the formula announced by the Defense 


Department for Government contracts that high areas of unemploy- off 
ment would be taken care of as long as there was some semblance of ” 
reasonableness as to price in the bid. 

From all reports that we have, the contracts have been given to _— 
4 percent areas of unemployment at the expense of the 14 percent 
area here in Detroit which is a disheartening thing to people who 7 
can’t find employment, and who have demonstrated over a period of G3 
years their ability to produce precision material such as Liberty : 
engines, Rolls-Royce engines, PT boats and still have the ability if e 
only they can be employed. They find when they go to an employment A 
office, because of age alone, the employment manager won’t hire be- T 
cause of the apparent fixed limitation of age in hiring. 

They start to review the application if the applicant doesn’t look 
too old, even though he is, they get to the age and they say, “We will = 
call you.” And he hears the application drop in the basket before he = 
even turns around. - 

This is a disheartening thing for a senior citizen. And it is hard « 
for anybody obligated as I have been, because of my position with the ' 
union, to answer their questions, and it is really disheartening to the - 
aged citizen. b 

I think that those who were able to get a pension from Studebaker- "4 
Packard and have Blue Cross taken from their pension checks and \ 
you find them with as little as $1 left after they have to pay for their q 
own medical expenses under the Blue Cross program. 

If the Federal Government could enact some kind of legislation : 
that would give the senior citizen who is unemployable because of the : 
bar of age put by management people who have decided that they don’t ) 
want the older people because of some reason, that if they could get t 
themselves covered with insurance by an across-the-board plan in con- 
junction with their social security or a plan that they could participate } 
in insurances by payment to the Government if they didn’t have social ; 
security, at less cost than that of Blue Cross or other insurance, it 
seems to me that this would be a tremendous thing for the aged and 


would be good for this Government to show elsewhere in the world its 
concern for elderly people who have given their lives in the endeavor 
of the welfare to their country and find themselves in complete desti- 
tution. 

Can I supplement in detail maybe at a later date for the committee 
and the record some actual, real facts about this plight ? 

Senator McNamara. We would be very happy to have the further 
detail for our record. 
Will you pass the mike to Mr. Jean Velden. 


STATEMENT OF JEAN VELDEN, DETROIT, FORMER EMPLOYEE, 
HUDSON MOTORS 


Mr. Vetpen. Senator McNamara, my name is Jean Velden. I am 
60 years of age and have been a resident of Detroit for 40 years. 

My next few remarks are in behalf of three to four thousand of 
my former coworkers at Hudson Motors. They are in the same age 
bracket and have the same problems as I do, so I will use myself as 
an example. 
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I hired in at Hudson Motors in 1925 at the age of 26 and was laid 
off in 1957 after 32 years of work due to a merger of firms which, as 
you no doubt know, became known as American Motors. 

The merger had taken place prior to 1957, but a few small contracts 
unfinished here and there kept some of us with high seniority on the 
payroll until that time. Since then we have been looking all over for 
work, and, with very few exceptions, no luck. 

We have resorted to doing odd jobs, such as cleaning eaves, troughs, 
fixing garage doors; most anything, anything to make a dollar and stay 
active. One of my former coworkers who at one time had a rather 
nice job with Hudson Motors is now working in a beer garden mopping 
floors, and he didn’t take the job to get free drinks; he is not a drinker. 
That is all he could find. 

Early in 1950 Hudson Motors received a subcontract to build air- 
craft parts. Very few of us at Hudson knew the first thing about 
aircraft so a school was set up in the plant which we were compelled 
to attend for 40 hours or more depending on the individual’s ability 
to qualify. 

When I started in that school there were 1,400 young people work- 

ing on that job. The job had been in progress a year or two. The 
reason they were there was simple. They got laid off due to the cut- 
back and the gradual stoppage of car production so they took the only 
job left. 
We older workers shied away from that job like a plague. We 
didn’t think we could do anything but make automobiles. In a matter 
of a few months these 1,400 workers were replaced by about a thousand 
older people with high seniority. There were very few under 45 
years of age. 

Most of us were 50 or over. Some were near retirement age. When 
the contract expired 314 years later a lot of them had retired on the 
job at 68 years of age. We were often told by our superiors that our 
work pleased our prime contractor which I think shows that older 
a if given the proper opportunity and training can do most any 
job. 

For attending this school we were paid to within a few pennies per 
hour of what we actually did receive when we went on the job to 
work and the cost of that school was paid for by the Federal Govern- 
ment. Why then won’t it be feasible as well as practical for the 
Government to take a direct approach now on behalf of the older 
workers? The problem of the older workers must be solved as it is 
becoming a national disgrace and is getting worse by the hour. 

Employers should, when hiring new help, be compelled to hire 
some older workers with the younger, at least on a percentage basis, 
as trainees, if necessary, and train them on the job. Part of the cost 
of the employer to be paid for by the Government. 

It doesn’t matter how good a mechanic we older people are, you 
can’t sell yourself to an employment man when you are 45 or over. 


TOO OLD TO BE HIRED AT 52 


_ Now in 1951, I had my first baptism of fire on this age discrimina- 
tion and it hasn’t improved since, so I feel free to say a word about it. 
During one of Hudson’s slack times I thought I will go out and get a 
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job and better myself. I went to a job for a cutter-grinder, a semi- 
skilled class of work. I was told, “Why, we need cutter-grinders. 
How oldare you?” I said, “Iam 52.” He said, “T have got my orders, 
I was told to be careful about putting too many on the payroll over 
45 years of age.” 

I didn’t get that job. 

The same day I went to another plant and asked for the same kind 
of work. I was greeted with open arms. I figured I had it made. 
He said, “We are looking for your kind of skill.” A small shop hiring 
about 150 people. 

He called out the foreman and he said, “We can use you, but you 
will have to go on nights.” I remember it because I always hated 
nights.” He said, “Put him to work.” 

The employment man gave me an application blank to fill out. I 
filled it out and handed it back to him. He didn’t read down very far 
when he came to my age. He said, “You are 52.” I knew it all the 
while. I wasn’t surprised, but I meekly said, “That is right.” 

He says, “I can’t hire you. The insurance companies frown on this 
sort of thing.” 

I said, “Well, I will sign a waiver on my insurance.” I figured I 
had him on that one. 

He said, “I will take your case under advisement and hold your 
application.” 

He has been holding it for 10 years. You know what? I am only 
going to wait 5 more years and I am going to give up on him. 

To make my next point, and the last one, I ‘must go back to 1940 
briefly. At that time I met a man who was then 64 years old. He 
had owned a fleet of trucks in Detroit. He contributed a lot to this 
city which he thought a lot of. He had lived in the State all his 
life. He said, “I helped build your biggest skyscrapers.” But he was 
a bitter man because he thought he contributed a lot and by 1940, 
through sickness, long-lingering illness, three members of his family, 
and the depression of the thirties he lost everything he owned. He 
was stone broke in 1940. 

I worked with this man for 2 years doing odd jobs. Every time 
Hudson laid me off we would work together. He said, “I can’t get 
social security. I can’t get unemployment insurance.” He said, “I 
am left out.” That is why he was bitter. If it is possible for a man 
to die of a broken heart, frustration, or disillusionment, he did just 
that. 


INELIGIBLE FOR ANY BENEFITS 


Now here we are, 20 years later. There are thousands upon thous- 
ands of us in the same spot this old gentleman was in then. We do 
have social security and it has been vastly improved. We have un- 
employment insurance. That has been improved, too. But we can’t 
get either one now. 

Of course, we know we are going to get it when we reach the re- 
quired age. But there is another little angle there, too. We will 
get a very much smaller check if we don’t work between now and the 
time we retire. 
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On a recent visit last Friday I went to a social security office and 
got this information, which confuses me even more. I told them how 
much I had made from 1951 to 195 »7, inclusive, and told them my age. 
They came up with this statement: “Mr. Velden, if you work 2 years 
or more with a higher rate of pay you can build your social security 
up to $120 a month. But if you don’t, you will get $64.” 

With everyone clamoring for more money for social sec urity, and 
rightly so, the Government officials trying to get it and the people, all 
at once now we find out we are going to be } penalized at the end of 
5 years. We are penalized now by living i in a substandard manner. 

‘Why should we be penalized again. We earned this money once. 
If I had been 65 when I was laid off I would be ree eiving about $110 
2 — now. What have I done wrong to be penalized? They 
give but they take it away. Something could be and should be 
done cd that, too. 

Then another thing that I didn’t mention. If these insurance com- 
panies are going to be allowed to continue to do business as they are 
now by having employment people throw that one at you that the 
insurance companies frown on that sort of thing, perhaps legislation 
should be passed so we can get our insurance direct from the Gov- 
ernment. 

In conclusion, may I say we old workers cannot wait for 20, or even 
10 years, as a lot of us will not be here. Age discrimination must end. 
The time is now. 

Thank you. 

Senator McNamara. Thank you, Mr. Jean Velden. 

Mr. John Kief. 


STATEMENT OF JOHN KIEF, DETROIT, FORMER EMPLOYEE 
PACKARD MOTORS 


Mr. Kier. Mr. Chairman, my name is John Nief, and I live at 5249 
Wayburn, Detroit, and I am 51 years of age. I have 2414 years’ sen- 
iority starting with Packard Motorcar Co. Due to proposed merger 
agreement, our union negotiated the transfers of private employees to 
Curtiss-Wright Corp. in Utica to be called according to seniority and 
on work they had previously done. 

When car production was stopped in the private plant, Packard 
employed about 10,000 people. Today, there are less than 600 em- 
ployees at Curtiss-Wright in Utica and the lowest seniority man on 
production at that plant has 33 years’ seniority. 

Unless there is a pickup of defense work at. Curtiss-Wright, my 
chances are very slim of ever being recalled to work. I have fulfilled 
all the necessary obligations to retain my seniority at Curtiss-Wright 
and have been hoping for the best. I was laid off at Packard in Feb- 
ruary 1957 and, after applying at the employment office of numerous 
large and small places seeking employment, none would even accept 
my application. 

have answered numerous classified ads in newspapers, some of 
which I was capable and qualified for doing, but received no reply. 
The closest. thing I have had to a steady job since February 1957 was 
10 days working at the Michigan State Fair this last September. 
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In August of this year I applied and took a civil service exam for 
a job as building attendant for the city of Detroit and was called last 
month for an interview but have heard nothing definite as of now. 

Finding the unemployment picture none too good in early 1957, 
and trying to figure out something for myself to try to make a decent 
living, I purchased some carpet- and furniture-cleaning equipment; 
and by solicitation and small ads which I felt that I can afford, tried 
to make my living in that manner, which has netted me about $125 
a month. This is better than some of my fellow employees—some 
who I know have had no opportunity to even get part-time work. 

Some such as Mr. Velden has stated, I have seen who make $40 or 
$50 a week cleaning up taverns and such as that. Like previous speak- 
ers, I am anxious to get steady employment, also, and unless the age 
barrier is removed by these companies, my chances of getting steady 
employment become less every day. 

Thank you. 

Senator McNamara. Thank you very much, Mr. Kief. 

We are very fortunate to have with the panel to discuss these prob- 
lems this morning Mr. Max Horton, director of the Michigan Em- 
ployment Security Commission. I suppose nobody has had any more 
experience directly with these people that were involved in the prob- 
lems we are considering here today than Mr. Horton. We will be 
very glad to have any comment he might have at this time. 

(The prepared statement of Mr. Horton follows :) 


STATEMENT OF MAx M. Horton, DIRECTOR OF THE MICHIGAN EMPLOYMENT 
SECURITY COMMISSION 


I shall not attempt to discuss in detail the many interrelated social, economic, 
and health needs of the increasing number of Michigan’s senior citizens. Neither 
shall I attempt to repeat the testimony presented to this subcommittee by 
Frederick M. Mitchell, director of our employment service division, at the time 
of your hearing in Grand Rapids, November 17, 1959. 

There are, however, several matters dealing with the employment of older 
workers that I would like to bring to the attention of this committee today. 

The older worker and his employment problems are no strangers to the 
Michigan Employment Security Commission. They have been with us since the 
very first day we opened our doors to the public, and they are with us today in 
ever increasing numbers. This is indicated by the following statistics: 

About one-third of the applicants in our branch offices seeking work are in 
the upper age group (45 years or over). In the calendar year 1958, 149,621 older 
workers registered for work in our branch offices. During the calendar year 
1958, a total of 18,907 placements in this group were made out of a grand total 
of 98,675, for an average of 19.2 percent. The labor force in Michigan is cur- 
rently estimated at 2,896,600. About 37.6 percent of this number is in the age 
group of 45 and over. 

As an agency, the Michigan Employment Security Commission is deeply con- 
cerned and involved with the problems of the older worker, and carries on 
numerous activities in his behalf. The commission maintains a full-time older 
workers specialist position at the State office level to direct and coordinate the 
commission’s older worker program throughout the State. An older workers 
technician has been designated in every one of the commission’s branch offices 
throughout the State. The staffs of all offices have received intensive training 
as to the nature of the older workers’ employment problems and techniques that 
have proved effective in combating these difficulties. 

In 1956 the Michigan Employment Security Agency participated in a seven- 
city study of older workers conducted under the supervision of the U.S. Depart- 
ment of Labor. The results of this study have been publicized many times. 
However, I would like to emphasize some of the findings and conclusions: 

(1) In terms of hiring and employment the prejudices against the over 40 
worker is a very real thing deeply embedded in the thinking of all segments 
of the community including the older workers themselves. 














THE AGED AND THE AGING IN THE UNITED STATES 2033 


(2) Most of the reasons cited by employers in the study for not hiring 
older workers did not stand up under unbiased scientific review. 

(3) Notwithstanding the prejudices against him, the older worker has 
many valuable and salable assets which, if appropriately understood, could 
go a long way toward improving his employment situation. 

(4) The study indicated that providing effective employment services for 
older workers required substantially more time and effort and are costly. 

(5) Intensive placement effort for older workers does get results. 

(6) The employment situation of the retired worker 65 and over is en- 
tirely different from that of the worker under 65. 

Employers often cite pension and insurance costs as a barrier to the employ- 
ment of older workers. Their arguments are generally of two kinds: 

(1) Hiring older workers increases pension costs. Providing adequate 
pension rights is held to be more costly for the older new employee than for 
the younger one. 

(2) Permitting older new employees to waive pension rights or to earn 
less that adequate rights would create an unfavorable public reaction to- 
ward the employer. 

It is my understanding that the U.S. Department of Labor, in connection with 
the seven-city study conducted in 1956, invited a group of experts from the 
pension and insurance fields to examine these arguments and clarify the issue 
of pension and insurance costs on hiring policy and practice. I am told that 
in its report the committee states : 

“It is abundantly clear that pension and insurance costs need not stand in 
the way of the traditionally sound personnel policy of hiring on ability to do 
the job regardless of age or other nonperformance specification.” 

I for one believe that the Department of Labor has a responsibility to cir- 
culate this report in full in order that all employers may evaluate the findings. 
Until this area is once and for all clarified, I believe that this fear of additional 
payroll cost, either real or implied, has a great effect upon the age limitations 
placed on orders received from employers by this agency. 

This commission is currently carrying on an older worker demonstration 
project through our Lansing branch office in cooperation with the local com- 
munity project on aging. The purpose of this project is threefold: 

(1) To determine whether or not it is possible to develop a community 
atmosphere in which older persons will be readily accepted as workers on 
the basis of ability regardless of age; 

(2) To determine whether a concentration of counseling, job develop- 
ment, placement, and employer relations in locating suitable employment 
for older workers in accordance with their abilities and consistent with 
labor market conditions, is justifiable on a cost basis; and 

(3) To validate the effectiveness of certain techniques and special serv- 
ices to the older worker before instituting them on a statewide basis. 

To my knowledge this is the only demonstration project now being conducted 
under U.S. Department of Labor auspices in any State. 

We are continually evaluating our operations to make sure that older workers 
are receiving their fair share of needed services and the exposure to job 
opportunities. 

I am a member of the State commission on aging, and our agency had taken 
an active part in the Governor’s study commission on employment of the older 
worker. From the foregoing I am sure that you recognize our vital interest in 
the employment problems of our senior citizens. 

The Michigan Employment Security Act, section 12, provides in part as fol- 
lows: 

“* * * The commission is hereby authorized and empowered, subject to the 
approval of any Federal agency charged with the administration of the Wagner- 
Peyser Act, to establish and operate in each employment service office estab- 
lished in the State of Michigan, a department or division, the sole function 
and purpose of which shall be to secure and make available insofar as is pos- 
sible, suitable employment for persons over 65 years of age.” 

This statutory provision, I believe, illustrates a general misunderstanding 
on the part of many people with respect to the employment problems of the older 
worker. Let me point out that the younger older workers, whose under 65 
and over 40 or 45, are in general those most in need of employment and worthy 
of some special consideration by your committee. Their problems can be even 
more acute than those of workers over 65 years of age. It is to be noted that 
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our agency has recommended amending the above provision of the act to provide 
such service to all workers experiencing difficulties because of age, not only 
those over 65. 

In terms of hiring and employment, the prejudice against the over-40 workers 
is a very real thing. The experience gained from many studies and reports out- 
line the many problems which the elder worker encounters in seeking gainful em- 
ployment. 

The plant closings, consolidations, and dislocation of workers through auto- 
mation in Michigan, well illustrated by the plight of the Hudson, Packard, Mur- 
ray Body, Motor Products workers, etc., make case histories where the indi- 
vidual employee’s loyalty and devotion to the job, attendance, or even seniority 
rights under union contract, have not obtained reemployment for him. The job 
problem for many of these people still remains unsolved, and studies show that 
many of them remain unemployed and constitute the hard core unemployment 
presently experienced in Detroit and Michigan. 

This, coupled with the anticipated expu.sion of the population in the upper 
age group, indicates that an even more acute problem can be anticipated in the 
future. Michigan’s population is expected to expand, according to the national 
trend, in the next 10 years by approximately 17 percent in the age bracket of 
45 to 64 and 22 percent in the 65 and over bracket. 

As far as this agency’s program is concerned regarding older workers, there 
are two great needs to be met: 

(1) To obtain the full cooperation of the community in developing an 
atmosphere in which the older worker can be readily acceptable for em- 
ployment on the basis of ability. To a very great extent this will involve 
concentrated and cooperative effort to beat down the many fallacies and 
misconceptions that defeat the older worker in his legitimate search for 
employment. 

(2) To be financed so that we can appropriately staff our offices to the 
extent that they may intensify our services of counseling, job development, 
placement, employer relations, ete., which is required in order to get jobs 
for the vast majority of older workers. 

We are endeavoring to give as much service as possible within our limited 
budget. However, let me point out that by law we are required to give special 
services also to the veteran, to the deaf and deafened, and others. I am certain 
that the recommendations to your committee by the many witnesses giving 
testimony, when thoroughly evaluated, will be found worthy and necessary but 
will far exceed any amount of Federal funds that can be made available to 
this particular segment of our population. Therefore, I am confining my recom- 
mendations for Federal action to two in number even though in good conscience 
I should add many more. 

(1) I believe many of the older workers’ problems can be solved at the family 
or community level if professional people specially trained are available to the 
senior citizen. Of course, this goes for housing, medical, recreational, ete., as 
well as employment. For this reason I recommend that the Federal Govern- 
ment within the framework of existing agencies establish coordinated agency 
clearing centers (National, regional, State, and community in concept) where 
older workers could receive preretirement counseling before retirement and 
professional information and advice throughout their retirement years. I think 
that such an organization could be established and maintained with a fraction 
of moneys presently being spent by government and private agencies for addi- 
tional research in this field where, in my opinion, the facts are well known and 
need at this time only to be put into an action program. 

(2) In my opinion many Michigan employers placing orders for workers with 
this agency set restrictive-age limitations because of a real or imaginary fear 
of increasing financial responsibility, particularly in the fringe-benefit areas, 
that may possibly affect their competitive position in a free-enterprise economy. 
Whether or not this fear is justified should be conclusively dealt with once and 
for all. I believe the Federal Government has available to it information 
bearing on this issue. If and when findings show a justification, we suggest 
exploring Federal legislation which would permit tax exemptions to employers 
inducting as new hires people in the age group of 40 and over. This tax exemp- 
tion should offset any additional cost of normal fringe benefits to this group of 
employees. In my opinion such legislation would limit resistance on the part 
of employers to older workers and would make available to this group gainful 
employment which would mean the restoration of the human dignity that only 
gainful employment can bestow upon the human being. 
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These two recommendations are in addition to those contained in our testimony 
and made a part of the record of the hearings held in Grand Rapids, Mich., 
November 17, 1959. Michigan, in November 1959 with 335,000 in the State and 
160,000 in Detroit unemployed, must solve its employment and unemployment 
problem now. Otherwise we are not going to be in a position to cope with the 
continuing dislocation of workers such as we have experienced here in Michigan 
since 1953, brought about primarily through plant closings and consolidations, 
technical changes, and automation. These factors plus the population explosion 
that we will experience during the next 10 years will not only accentuate the 
problems of the older worker but of all workers. All of this seems to indicate 
a certain conclusion: that is if these trends continue, an ever-increasing propor- 
tion of older workers will not be able to look to employment as a reliable income- 
maintenance factor. Much needs to be done in the direction of providing gain- 
ful employment for all workers. If this is not accomplished, the plight of the 
younger, older worker, the man between 40 and 65, is especially acute. This 
group represents people, according to employer orders, too old to work, too 
young to retire, with the full expense and burden of a maturing family with 
its costs of higher education. 

Thank you for this opportunity to make these comments. 


STATEMENT OF MAX HORTON, DIRECTOR, MICHIGAN EMPLOYMENT 
SECURITY COMMISSION 


Mr. Horron. Thank you, Senator McNamara and fellow senior citi- 
zens. I happen to be in a little better shape than you are, and I 
recognize it, because I am employed. 

The older worker and his employment problems are not new to the 
Michigan Employment Security Commission. In fact, they have been 
with us from the very day we opened our doors and are with us today 
in ever increasing numbers. 

It has certainly brought back to me the occasions of some of these 
plant. consolidations and closings as I have listened to the people this 
morning tell of some of their problems which I know exist, and which 
I know are being studied by at least one of our universities but hasn’t 
resulted in getting them jobs, either through their research or through 
our facilities. 


ONE THIRD OF JOB APPLICANTS IN OVER-45 AGE GROUP 


I would like to give you just a few brief statistics. About one- 
third of the applicants in our branch offices seeking work are in the 
upper age group, 45 and over. And in what I have to say this morn- 
ing, Mr. Chairman, I would like to emphasize the problem of the 
younger older worker. This is the man that has employment prob- 
lems between the ages of well sometimes 35, but normally 40 to 65. 

Now I don’t want to in any way minimize the problems of those over 
60, but normally the man in this group is experiencing the most diffi- 
culty at a time when he has the most responsibilities, to a maturing 

family which requires more money for higher education, particularly 
in an era requiring more skilled and more formal education than we 
have in the past. 

Now in calendar year 1958, 149,621 older workers registered for 
work in our branch offices; during ‘that year a total of 18 907 place- 
ments in this 45-and-older group were made. That is out of a grand 
total of 98,755, which means that these in the over-45 group averaged 
19.2 percent. 

The labor force in Michigan is currently estimated at 2,896,600. 
About 37.6 percent of this number are in the age group of 45 and 
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over. Now, as an agency, the Michigan Employment Security Com- 
mission is deeply concerned about this problem and it is going to 
be an ever increasing problem. 

I am certain that you have had lots of testimony on that point. 
We are doing certain things within our limited budget. For example, 
we have a State office technician on older-worker problems and we 
have assigned as a special responsibility to each of our branches an 
individual who will work with the older workers. 

In 1956 Detroit was one of seven cities that was selected by the U.S. 
Department of Labor for a study of older workers’ problems. Their 
findings have been publicized many times, and I don’t want to take 
the time today to give you the conclusions. 


FINDINGS OF OLDER WORKER STUDY 


However, I do want to emphasize several of those findings. One 
was that there is a real prejudice toward workers over 40, and that 
it is deeply implanted in all segments of the community, including 
the older workers themselves. 

Two, that most of the reasons cited by employers in the study for 
not requiring older workers didn’t stand up under unbiased scientific 
review. 

Three, notwithstanding the prejudice against him, the older worker 
has many valuable and salable assets. He is more steady. His 
attendance is better. Naturally, he has had more years of experience, 
and in every way he is a productive employee. 

The study indicated that providing effective employment services 
for the older worker sumed substantially more time and effort and 
was costly; and, of course, that is purely more proof of what these 
gentlemen have had to say this morning. 

In order to place these people it takes what we call job development. 
We don’t get a large number of unlimited orders as far as age is con- 
cerned. By and large we have to take a person with a specially good 
record and skill and through personal contact with employers sell that 


individual even for purposes of an interview, and then many times he 
is not hired. 


EMPLOYMENT PROBLEMS OF WORKERS OVER 65 


The employment situation of the retired worker of 65 and over is 
entirely different from that of a worker who is under 65. Employers 
often cite the pension and insurance costs as a barrier to the employ- 
ment of older workers. Their arguments are generally of two kinds. 
One, hiring of older workers increased pension costs, and providing 
adequate pension rights is held to be more costly for the older worker 
than the new employee—for the older new employee than for the 
younger one. 

And, two, permitting older workers to waive pension rights would 
create an unfavorable public reaction toward the employer. 

As part of this 1956 study, the U.S. Department of Labor invited 
a group of experts from pension and insurance fields to examine these 
arguments and to clarify the issue of pension and insurance costs on 
hiring policies and practice. They labored long and I presume faith- 
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fully, but I just want to read to you one quotation which I feel is rather 
mealymouthed in terms of settling this subject : 

It is abundantly clear that pension and insurance costs need not stand in the 
way of the traditionally sound personnel policy of hiring on ability to do the job 
regardless of age or other nonperformance specification. 

Now I for one believe that the Department of Labor has a responsi- 
bility to circulate this full report in order that all employers may eval- 
uate the findings. Until this area is once and for all clarified, I believe 
that this fear of additional payroll costs, either real or implied, has a 
great effect upon the age limitations placed on orders that we receive 
from employers. 

Now let me say that certain insurance executives, representing large 
insurance companies now say that insurance packages can be put 
together where age is not an appreciable factor. But it appears, that 
where employers have been brainwashed in this field for 15 years 
some of the things that they have been saying during this period and 
some of the apprehensions and fears that have been accumulated are 
going to stay with them, and until this thing is settled once and for 
all we are going to have resistance and also age qualifications on our 
orders that will prohibit us from referring to employers a person 
purely on his ability. 


DEMONSTRATION PROJECT IN LANSING 


The Commission is also presently carrying on a worker demon- 
stration project in Lansing. I believe it is the only one in the United 
States, the only one I know of. We chose Lansing because there was 
an active committee there as you know, Senator, and because we felt 
we should have demonstration and some research as to whether or not 
with the proper community spirit behind it we could develop more 
opportunities for older workers than we can in a large metropolitan 
city where you don’t have the close contact with all segments of the 
community that you do in a smaller community. 

So far it is working out. We are making placements but we are 
not making placements the way we should even with community lead- 
ership behind it. We are also finding that it is costly and we are 
also attempting to validate some techniques that we hope we can put 
into effect on a statewide basis. 

Now to show how this misconception about employment for the 
older worker prevails, we have a statutory provision in the Michigan 
Employment Security Act that mandates us to give special services 
not to all older workers but just the older workers over 65. 

We have attempted from time to time to get that provision in the 
act changed but it is still there. I leave it to you, Tonatee: it seems 
a little ridiculous for us to work only in this area. 

I believe this illustrates the general misunderstanding as far as 
most people are concerned about the problem of older workers. Now 
I have already indicated that the younger older worker is the one 
that, in general, needs some special consideration by your committee. 
Their problem is more acute than the workers over 65 in my opinion. 

These plant closings, we have heard this morning from the gentle- 
men from Packard and Hudson, there is also Murray Body, Motor 
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Products. I could go on for hours. I have listened to many of their 
stories. 

I want to point out that when these closings first occur there is 
limited counseling that can be done in terms of the realities of the 
workers’ futures. Many times the people are not prepared for 
counseling. 

I recall the time of the Packard and Hudson closings we had some 
of our interviewers on the scene and many of them were in our offices. 
Many of the people could not accept the fact that they had lost all 
job attachment after 20 or more years and that they were not going 
back to their former job and that they were going to have to take 
something less than what they had worked up to under their employ- 
ment of some 20 years or more. 

Some things you cannot do immediately so there is a transitional 
period when we feel that counseling in itself, other than the first 
attempt to indoctrinate the individual, is a lost cause. Then after 
they find out some of the realities for themselves we feel we can work 
with them a little better. 


UNEMPLOYMENT IN MICHIGAN 


Let me say that we have a job problem in Detroit and in Michigan. 
We have hard core unemployment because of these situations. In 
1958, as you know, Senator, I think Michigan had higher unemploy- 
ment as a percentage of population than any other State. That comes 
about because we are an industry primarily engaged in manufacturing, 
and there have been these consolidations and closings, decentraliza- 
tion of the auto industry, and last but not least there has been increased 
productivity and job loss because of automation. And I hesitate when 
I use that word because even though I understand it was coined here 
in the city of Detroit, or at least in the suburbs, that it is a bad word 
and is just a natural process but believe me naturally or unnaturally 
it is resulting in the dislocation of workers and it is resulting in fewer 
employees in terms of our manufacturing industry. 

I would like to point out also that usually from the time that a 
decision is made to automate a certain operation there is a time lag 
of approximately 2 years. 

I feel that responsible employers should do some long-range plan- 
ning and should use this period to either retrain workers for other jobs 
that will exist in those plants or to train them for jobs perhaps in the 
community, because there is a community responsibility for those 
workers, 

RECOMMENDATIONS 


I have a couple of recommendations, Senator, that I would like to 
make to you today. I could make a lot more but I think these two 
might do a great deal in the field of employment. I believe that many 
of the older worker problems can be solved at the family or community 
level if professional people, specially trained, are available to the 
senior citizen. 

Of course, this goes for housing, medical, recreational, and the 
various other facets of the problem. For this reason I would like to 
recommend that the Federal Government within the framework of 
existing agencies, I say that because you have HEW, Department of 
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Labor, and other agencies that are already established, that a coordi- 
nating agency, clearing center, at the national, regional, State, and 
community level be established where older workers could receive pre- 
retirement and job counseling. 

I know there are some things I am not doing that I should be doing 
in this preretirement field. It starts before retirement. I think if 
there are professional facilities available that they will be used. And 
so, therefore, I say receive preretirement counseling before retirement 
and professional information and advice throughout their retirement 
years. 

This would also be a source for keeping current and close to the 
people, so to speak, that have these problems for additional research 
purposes. I think that such an organization could be established and 
maintained with a fraction of the moneys presently being spent by the 
Government and private agencies for what I consider to be in some 
cases useless research. 

I know that as a member of the Government’s Committee on Aging 
and also Government’s Committee on Problems of the Aged and Aging 
that the coordinated agencies through the State, after researching for 
about 3 or 4 years, then called in the HEW at the national level to 
research our researchers. 

I am maybe a little impatient but I would like to see some action 
on these things. I want to point out that I think this could be done 
and maintained for a small fraction of the moneys that are presently 
being spent on an uncoordinated basis for research, 

Mind you, we want research but we want it as a basis for action. 

Now secondly, in my opinion, many Michigan employers placing 
orders for workers within our agency set restrictive age limitations 
because of a real or imaginary fear of increasing financial responsi- 
bility, particularly in this fringe benefit area and the effect that it 
may have on them possibly in their competitive position in a free enter- 
prise society. 


TAX EXEMPTION FOR EMPLOYERS HIRING OLDER WORKERS 


Whether or not this fear is justified should be conclusively dealt 
with once and for all. I believe the Federal Government has avail- 
able the information bearing on this issue. If and when findings show 
a justification I suggest exploring Federal legislation which would 
permit tax exemptions to employers inducting as new hires people in 
the age group of 40 or over. 

This tax exemption should offset, if there are any real additional 
costs, that cost, and I certainly think it is so small that if the Federal 
Government had such legislation that it would be more than war- 
ranted. 

Naturally, there are many other problems and Mr. Fred Mitchell, 
who represents our Employment Service Division, entered into the 
record of some of these things at your Grand Rapids hearings. I 
don’t want to belabor you today on this thing, but I want to say that 
much needs to be done in the employment area. 

You certainly have all heard about the impending population ex- 
plosion that we are about to experience and are experiencing now. If 
we in Michigan can’t solve our unemployment and employment prob- 
lems today we are not going to solve them in the next 10 years and 
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believe me a human individual can’t have that dignity of self without 
gainful employment. With all due respect to everything that all 
facets of government have done in terms of cushioning some of these 
problems of older workers, if a person wants work there is nothing 
that will supplement for it that can be bought with money. 

If this is not accomplished for the younger older worker, the man 
that begins to have employment problems, whether it is at 35, 40, or 45, 
the Federal Government is going to hear from them and so are we. 
Remember this, Senator, we as Government cannot create one job, it 
is only through our ability to get jobs from the employers that we 
are able to do anything for such people as are on this panel this morn- 
ing, and according to the orders we have a substantial group too old 
to work, too young to retire with a full expense and burden of a matur- 
ing family and something has to be done about it and I think that we 
have the ability within the several States making up this Union. 

Within us we have strength for all problems a I appeal to you 
on that basis. 

Thank you, Senator. 


COUNSELING 





FOR OLDER WORKERS 


Senator McNamara. Thank you very much, Mr. Horton. 
Do you think that there is a need for expansion of the number of 
older worker counselors, would this help the situation ? 

Mr. Horton. I believe there is a need for more money in our budget 
for counseling. Our people, the vast majority of them are older 
workers. As you know most cf the people in our agency were re- 
cruited in the depths of the depression, I mean the people at the pro- 
fessional levels, and they stayed with us because they were really 
dedicated to some of the work that had to be done. 

Of course, that is not true with all people. I am certain we have 
some bad employees as well as good employees but by and large they 
are professional people and I don’t think we have to rigidify this 
thing to the effect that we are going to appropriate the money only 
for older worker counseling. 

I think there has to be more counseling time available to the older 
worker. 

Senator McNamara. Do you feel the Federal Government should 
help finance this portion of the problem ? 

Mr. Horton. Definitely, and of course under the employment secu- 
rity program the Federal Government does make the appropriations 
for the administrative costs in the States. I do think that they have 
closed their eyes to reality in this area and they have been a little 
budget conscious and we have not only had requests that have been 
cut by the Department of Labor but also by the Bureau of the Budget 
and again of course by the Congress. 

However, the Senate has always been better in recognizing some of 
these needs than the House, I might say. So I feel we should have 
more money appropriated. 

Senator McNamara. I think with this record you are helping us to 
establish today we can do something to resist those cuts. 

You have talked considerably about employment of older workers. 
When we had this subject before the subcommittee prior to this meet- 
ing somebody stated that older workers are more accident prone. 
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What are your reactions to that ? 
Mr. Horron. This is not borne out by impartial research. Cer- 
tainly, if a person is physically unable to be on the job he may be more 
accident prone but I am assuming that an employer is going to employ 
the same good judgment with respect to a person’s physical being as 
he would with his capabilities to do a certain job and if that is true 
certainly the opposite is true. We find that the older worker is more 
cautious. He is not horsing around when he is working with ma- 
chinery and is a much better all-around employee and is not accident 
prone. 
$1200 LIMITATION ON EARNINGS 


Senator McNamara. Thank you. 
One of the controversial points that keeps coming up is whether or 
not retired workers or people on social security should be allowed to 
earn more than $1,200 a year. This is a real controversial question 
and recognizing your rather sensitive position in this thing we are not 
going to press you too much. 

I wonder if you had any idea whether it would be helpful or harm- 
ful to increase this $1,200 limitation ? 

Mr. Horron. Senator, let me say this, that I don’t believe in a chron- 
ological retirement age. I think some people age faster than others. 
Therefore retirement is something that must be evaluated. 

I think that the same rigidity that you get with a specified retire- 
ment age such as 65 or social security, 62 for women, you also get on 
this earnings of $1,200. I think again that the purpose of social se- 
curity is severalfold. 

I won’t get into all of the facets of that but I think it is primarily to 
allow a retired citizen to enjoy, at least in his declining years, an ex- 
istence without fears, some of the fears that come through economic 
problems and $1,200 whether it was adequate when it was put in I 
don’t know, certainly I don’t think it is adequate today in terms of the 
people that want to work and supplement their income. We have this 
inflation going on so I would like to see it settled on an administrative 
basis once a year, according to how much inflation we have and what 
the realities of the problem are rather than put in the statute and then 
require an amendment which is hard to do sometimes. 


RETRAINING 


Senator McNamara. Mr. Velden made the suggestion that displaced 
workers be given retraining for a period of time close to their regular 
salaries as was done during the war. 

What do you think of this? 

Mr. Horron. I think that there is a continuing and very real pur- 
pose to be filled in training and retraining. I don’t think it should be 
a crash recommendation idea for unemployment compensation. I 
think it should continue at all times. 

Let me point out that it was silly to train people on a mass basis in 
1957 or 1958 in Michigan because we had 15 or 20 people with real 
experience for every job opportunity that was available. It should 
be a continuing thing that goes on and it should be with the coopera- 
tion of management, this business that we don’t have jobs in Govern- 
ment so these people have an opportunity at their higher skill. 
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It is a costly thing and it is something I feel the Federal Govern- 
ment should recognize either through Health, Education, and Wel- 
fare or through the Department of Labor. The cost of instructors is 
great. And in the survey work we have done here in Michigan, you 
mentioned World War il, the astonishing thing almost the tragic 
thing that we found out in some of these surveys was that our voca- 
tional schools were using some of this equipment that they received 
during World War II when we were doing this traiping on a crash 
basis and much of the vocational training being done now in some of 
our schools is being done on this obsolete equipment. 

They are teaching skills that are no longer in use in the shops. And 
certainly there is a need for the Federal Government to do some of 
the backstopping as they did in World War II. 

Senator McNamara. Thank you again very much. 

Do the other members of the panel want to raise any questions or 
further comment ? 

Go right ahead, Mr. Velden. 

Mr. Vewpen. I would like to clarify that one statement I made 
about training on the job. I didn’t mean necessarily that a school 
should be in the plant or anything. I meant that when some people 
go for a job, the older you get and the more you are out of work the 
more you lose confidence and I thought that the only way that con- 
fidence could be restored, I am using myself again as an example, 
also speaking for all these people that are in the same ¢ ategory as me 
and if I know I was to be put on a job today, if I could get hired 
somewhere I would be a lost soul for awhile because I have been out 
of touch with the machine shop work. 

Let me go in there asa trainee. I don’t mean at a high rate of pay. 
I would go in tomorrow for a dollar an hour, I don’t know about the 
rate, somebody else would have to decide that. 

It would not necessarily—what you refer to as an instructor, we 
refer to them as leaders or job setters. Let me go in with the attitude 
that here is a new man, break in. And maybe ‘after a few days they 
could see if we were going to be a good man or a bad man. 

It would at least get us on the job. Now no matter how much we 
know we can’t get hired. 

Senator McNamara. Mr. Velden, how much does it cost you and 
your family to live these days, how much do you have to have to get 
along? 

Mr. Vewven. I would s say for groceries if you want to break it down 
somewhat we can get by on $25 a week. 

Senator McNamara. How were you able to meet expenses after the 
Hudson plant shutdown? Did you get enough intermittent employ- 
ment ‘ 

Mr. Veupen. We had some savings 05 I have been doing odd jobs 
and in reference to children helping, I don’t know how anybody gets 
their children to help them. I have heard about it but. it ‘sounds f far 
afield. 

Senator McNamara. Mr. McDaniel, do you have some further com- 
ment ¢ 

Mr. McDantet. I think that the relationship of employ ers to 
elderly people, employment, and the accident-prone position, and 
some of the others is as sy nthetic as during the war. I happened to 
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be the chairman of the bargaining committee during the war at 
Packard’s then. They went from an employment of 8,000 to 38,000. 
But prior to getting into the real production angle we had some 
women, about 268, that were in the trim department where the man- 
agement was mighty adamant that women just could not do this work. 

They would hire an elderly man, just feel him; if he was hot, he was 
on the roll before they would touch a woman. Then they got down to 
the point where men were no longer available, and they ended up 
with the 17,000 women here in the Packard plant. 

Some of them had never done anything but carry a kid on the hip 
and stir soup, and yet they were running an automatic screw machine. 
This was a synthetic problem, proven to be synthetic during the war. 

Today when these employers, and they are talking about it and 
acting accordingly, are denying employment to elderly people and 
more specially the group between 40 and 60 where they have no sub- 
sidy except earnings or migration, picking up roots and leaving every- 
thing, losing the equity they have been able to earn by virtue ‘of their 
employment up to that time, losing everything, they are just in desti- 
tution, there is no way to turn. 

They turn to their children, and, as Mr. Velden says, it is just im- 
possible, the children take a reluctance to help for some reason or 
other. This is inconceivable, but, nevertheless, it is happening. And 
in interviewing over the period of the last 3 years the plight of the 
individual Packard worker, among others, this fellow is just in desti- 
tution in many instances to where you wonder when he leaves your 
office whether or not he is going to do bodily harm to himself. Ii isa 

catastrophe in this country. 

Nobody disagrees with our foreign aid program, but this is what 
the worker says; he says, “Gosh, it is good to take care of other people, 
appropriate billions of dollars, but they won’t appropriate a dime to 
give us some kind of relief to the plight that we are in in complete 
destitution.” 

Senator McNamara. Thank you, sir. 

We have a member of our staff who has had consider: ible experience 
in the problems we have been discussing here this morning, Dr. Har- 
old Sheppard. He is the research director of our Senate subcommit- 
tee and is on leave from the Institute of Labor and Industrial Rela- 
tions of the University of Michigan and the Wayne State University. 

Dr. Sheppard, we would like to have you comment briefly on the 
problem we are discussing here this morning. 


STATEMENT OF DR. HAROLD SHEPPARD, RESEARCH DIRECTOR, 
SUBCOMMITTEE ON PROBLEMS OF THE AGED AND AGING 


a Suepparp. Thank you, Senator. 

I do not believe I can do as good a job as did the two men who 
themselves have been affected by the problems of plant shutdowns. 
All I can do is present some of the summary findings of a study done 
on a sample of Packard workers after that plant was s shutdown. 

I want to give quickly some of the material that we were able to 
pick up in this research project sponsored by the Institute of Labor 
and Industrial Relations of the University of Michigan and Wayne 
State University. Prof. Louis Ferman of Wayne State University 
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and a graduate student at the University of Michigan, Seymour 
Faber, were my coresearchers. 

Let me quickly mention that when we interviewed the Packard 
workers in 1957, a year after the factory closed down 39 percent of 
them were still without a job. A year later during the height of the 
1958 recession, 56 percent of them were unemployed. And of course, 
the older the worker the longer he was unemployed. 

Ninety percent of these workers in the Packard plant, 90 percent 
of the sample that we interviewed, were 40 years of age or over. 
Nearly 90 percent of them had at least 16 years of seniority. About 
two-thirds ad over 23 years of seniority. 

If we exclude from consideration here the workers who were 65 
and over because they at least had a chance to get social security— 
and this was brought out by Mr. Kief and Mr. Velden here—we found 
that the age group hit hardest by the 1958 recession were the 55- to 
64-year-olds. 

I will not bother giving all the statistics. If we consider that most 
if not all of the over-65 workers were at least eligible for social se- 
curity and private pensions the more distressed was this 54 to 65 ex- 
Packard workers. 

It is this group of workers toward whom the saying, “Too old to 
work and too young to retire,” is most applicable. 


EXPERIENCE OF DISPLACED PACKARD EMPLOYEES 


At least 40 percent of those workers who were able to find a job 
were required to accept jobs at skilled levels below the levels they 
had when working at Packard and the proportion of the samples 
having to take night shift jobs also was greater than the proportion 
on the night shift at Packard. 

One big question comes up, Who hired those who were reemployed ? 
That is, was there any difference in the hiring pattern among differ- 
ent types of employers according to the age of the ex-Packard worker 
seeking employment? The answer to this question is a definite 
“Vas? 

Since these workers were auto production workers in nearly all 
eases for all of their working lives it was only natural that they 
should have sought reemployment in the same industry. But the 
odds that they would actually obtain such reemployment in the auto 
industry were greatly influenced by age. 

The older they were the less likely they were to be reemployed by 
the other auto companies. Let me quickly give some of the economic 
side of this unemployment experience of the older Packard worker. 

When they were working at Packard their average hourly rate was 
about $1.76 but among those who were reemployed elsewhere after 
the factory shut down they had a decrease in their average hourly rate 
of about 32 cents an hour. Assuming they were reemployed the 
average hourly rate at their new job was about 32 cents an hour below 
what they were getting at Packard. 

Some mention has been made of the other aspects of this kind of 
experience among older workers, not just the economic side. We 
were concerned about this, too, in our research project. 
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PSYCHOLOGICAL EFFECTS OF UNEMPLOYMENT 


We found that the longer these older workers were unemployed, 
the greater was the chance that they would agree with statements like 
the following—this has to do with the question of the personal futil- 
ity, the effect on their psychological well-being of these experiences. 
The longer they were unemploy ed they tended to agree with state- 
ments like this: 

It is hardly fair to bring a child into the world the way things look now. 

Most people don’t really care what happens to the next fellow. 

These days I get the feeling that I am just not a part of things. 

In spite of what some people say the lot of the average man is getting worse 
not better. 

These days I find myself giving up hope of trying to improve myself. 

Nowadays a person has to live pretty much for today and let tomorrow take 
care of itself. 

These are just some of the kinds of findings we found in this study 
and we will present some of the detailed findings i in a report to be pub- 
lished by the Senate. 

The other things we have to keep in mind here, and this was 
brought out by other people on the panel, is the fact that being cut off 
from employment a the age of 65 affects the amount of the pen- 
sion they would get; it affec ts their social security payments ulti- 
mately and of course, a drop in income until they get their pension 
and social security. 

I think it important to keep in mind here that about 70 percent of 
these workers said they would be willing to take retraining for new 
jobs and this again is in keeping with what Mr. Velden said and what 
Mr. Kief said. 

I think that is about all the time I have, Senator. 

Thank you very much. 

Senator McNamara. Thank you, Dr. Sheppard, and thank you 
gentlemen of the panel, particularly Max Horton. We appreciate 
your contribution very much. 

Our next. witness is Mr. Al Barbour, president of the Wayne 
County AFL-CIO. 

I am glad to have you here, Mr. Barbour. 


STATEMENT OF AL BARBOUR, PRESIDENT, WAYNE COUNTY, 
AFI-CI0 


Mr. Barsour. First of all, Senator, I would like to express appre- 
ciation for being allowed the opportunity to come here this morning 
because as we indicated to Mr. Spector we have a series of meetings 
this afternoon, the negotiations between our office and the Office 
Workers Union, and then we have to be in Lansing tomorrow so we 
are particularly appreciative of being provided this opportunity. 


NEEDS OF SENIOR CITIZENS 


We feel that the needs and the problems of our senior citizens have 
to a considerable extent been documented by both experts and the 
retired citizens who have testified before your subcommittee. 
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As we understand these needs they would appear to be in the fol- 
lowing category: The need for more adequate income, the need for 
suitable housing and a continuing relationship with family and 
community, the eed for more adequate health, hospital and nursin 
home care, and for the opportunity to continue to engage in usefu 
and meaningful activities. 

While these broad general outlines of need can be simply put, some 
of the specifics are neither simple nor easy of accomplishment. Un- 
derlying each of these basic needs of the senior citizens is a series of 
ser vices on which a distinction can be made as to whether a community 
is meeting total needs or only partial needs. Incidentally we would 
like to submit that on the basis of our own knowledge we do not think 
we are even beginning to meet the total need of our senior citizens 
either at this community level or at the national level. 

We do not claim to be experts in all of the areas of services to our 
senior citizens. We do claim to understand some of the things that 
make community organization and services function. 

When we talk for example about the need for more adequate in- 
come we are talking about that which provides for basic living needs, 
taxes, food, shelter, clothing, permanent needs and household sup- 
plies. 

In addition we should recognize the need for transportation, edu- 
cation, recreation, newspapers, medical care and the like. 

Finally we should recognize that without the resources to meet 
these basic needs for normal and healthy living the senior citizen can- 
not be expected to remain self-sufficient in maintaining dignity and 
self-respect. 

When we talk about adequate housing we should recognize services 
beyond a house or apartment may be involved. It may be necessary 
in some cases to provide homemaker services, professional and volun- 
teer visitors, shopping services and the like. 

If it becomes necessary for the senior citizen to leave his or her 
home, casework and counseling services should be available to aid in 
making that decision. 

When we speak of the need for more adequate health care for our 
senior citizens we are talking not only of the means to pay for health, 
hospital and nursing care, but about services that will prevent or ar- 
rest illness. Good social casework and health education can be of 
inestimable advantage in the prevention of illness. 

Adequate medical care and rehabilitation can restore our fellow 
senior citizens to health so they can resume normal useful living. 
Visiting nurse services, outpatient clinics, occupational and physical 
therapy are areas in which tremendous improvements can be made. 

On the matter of continuing to perform useful and meaningful ac- 
tivities we ought to recognize that some older people may need to 
work. These senior citizens should be provided with job counseling 
and placement services consistent with fair labor standards. 

For those citizens who do not feel this need a variety of social, edu- 
cational and recreational services can be provided through drop-i in 
or activities centers. Social agencies, unions, librarians, schools, rec- 


reation centers, service clubs and churches can all make a contribution 
in this area. 
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Our problem it seems to us is to bring such services in a well or- 
ganized and coordinated manner to the senior citizen so that the great- 
est number of them are reached with the widest possible variety of 
opportunities. 

A number of our community organizations have attempted to do 
this but because of lack of resources they have not been able to do so. 

We feel there are no pat, simple, or easy answers as to how we might 
accomplish these objectives for our senior citizens. When we seek 
help at our State legislative level we are told that the State is already 
doing all it can, a position, which we of the AFL-CIO do not agree 
with. When the question is raised with the national administration 
and legislators at the national level we confront the philosophy that 
the Federal Government is doing all it can and that the States ought 
to do more. 

All of this premised upon that which has become almost a fetish 
among some legislators and public officials, the premise that a great 
nation cannot afford basic human standards. 

While we do not disagree with the desirable objective of balanced 
budgets at whatever level of government we are talking about we 
would like to remind the committee, and I think the committee is well 
aware of this, that we fought and won two great wars with unbalanced 
budgets. 

It seems to us that one of the signal contributions that can be made 
by your honorable subcommittee in the area of aid to our senior citi- 
zens would be that of developing information on areas of need and pin- 
pointing the responsibility at each level, local, State, and Federal, as 
to how those needs can best be met. 

We feel it is equally important to our country to be concerned about 
these matters affecting our fellow senior citizens as it is to be about our 
other problems and which, by way of comparison, will require con- 
siderably less financing. 

I would like to say in that regard that when we talk about storing 
grain and it is our understanding that this costs us the monumental 
sum of a hundred million dollars a day for storing surpluses of wheat, 


that we might take a look at that and then relate the need for doing 
that to the need of our senior citizens. 


LACK OF RESOURCES HAMPERS EFFORTS 


We have attempted to the best of our ability in Detroit to begin to 
meet these needs so far as our senior citizens are concerned. We have 
had a committee on the aging and incidentally I served on that com- 
mittee for 214 years and while on the whole it did a good job and is 
continuing to do a good job it cannot even begin to make the kind of 
progress, ‘community wise, that we ought to make because of lack of 
resources. 

We have utilized the services of the University of Michigan, we 
have utilized the churches in the area and incidentally I might add 
that the churches have done a rather good job, as a matter of fact 
they have done a magnificent job in this field and are to be congratu- 
lated, service clubs, and community organization shops have made ex- 
cellent contributions and programs available. 
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The city of Detroit has done a rather excellent job, made a distinct 
contribution in the area and finally, if you will pardon us, we in the 
labor movement through the International AFL-CIO have developed 
a drop-in community center about which we are particularly proud. 

But despite all of these efforts we still feel and the facts of the 
matter are that despite all of these efforts there are not enough re- 
sources in the community to do the kind of job on behalf of our senior 
citizens that ought to be done. 

It is apparent and you only have to sit in on some of the local 
govermment meetings of councils, or as I am privileged to do, sit on 
the county board of supervisors to recognize that the lack of resources 
completely inhibits the local community from even beginning to do 
this kind of job that ought to be done. 

The private agency field is in the same category. They do what they 
ean but by the sheer limitation of the type of help that they get, the 
contributions that go to make up their resources they can do a job ina 
very, very limited manner. 

AFL-CIO supports what your honorable subcommittee is trying 
to do. We assume as part of our responsibility the need to inform 
and educate the public, the local, State and Federal legislators to 
the need for action on behalf of their fellow senior citizens. 

We believe those senior citizens have much more to contribute to 
our society by the way than what it will cost us to help them make 
that contribution. 

RECOMMENDATIONS 


In conclusion we would like to recommend the following proposals 
to you. 

One, that technical consultations staff to assist communities to or- 
ganize, plan, and develop a comprehensive program of services to 
the aged and aging be established. 

Two, financial assistance to States and communities in developing 
the following programs: 

(a) More adequate housing and self-care projects designed to 
maintain the senior citizen in his own house as long as possible. 

(6) Education, recreation, and health services designed to pro- 
vide senior citizens with opportunities for useful and meaningful 
activities outside the home be established. 

(c) Adequate hospital and nursing home services including 
visiting patient and rehabilitation services be designed to pre- 
vent or delay chronic illness. 

We incidentally would like to add that a prepaid health, hospital, 
and home nursing program be established under the social security 
and in line with the provisions of the Forand bill, H.R. 4700. 

Next, aid to municipalities which initiate programs of aid to senior 
citizens for costly medical supplies. 

I would like to depart from my text by reading a copy in part of 
the Detroit Free Press of Wednesday, December 9, and incidentally 
I might add that the Detroit Free Press is noted as a rather conserv- 
ative paper in the city of Detroit, and here is what they have to 
say with respect to the current investigation by another senatorial 
committee into the cost of drugs, and I quote: 
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That the defense offered was based not so much on the cost of research and new 
and much-needed drugs, but more on massive expenditures for sales and dis- 
tribution, weakens to some degree the attractiveness of the defense. 

Also difficult to accept is the statement by Francis P. Brown, of 
Schering, that “The protests of those with limited incomes who cannot 
afford drugs and medicines really are protests against inadequate in- 
come,” and the Free Press says that this would not stand up under the 
light of scrutiny or exploration. 

“F inally, we recommend grants for research and demonstration proj- 
ects in all aspects of aging designed to explore and evaluate new 
methods to community organization and service to the senior citizens. 

This should also include grants for colleges and universities to sup- 
port the training of staff in the field of service to our senior citizens. 

In conclusion, Senator, we would like to say that, based upon our 
experience and our w ork in terms of the labor movement’s retired 
workers program, we have discovered that there is a wealth of back- 
ground experience, maturity, and wisdom in our senior citizens, and 
this is an extremely precious thing for our Nation. 

We believe it ought to be preserved, given a chance, and, incidentally, 
we believe the American people would agree with that philosophy, 
Senator. 

Thank you. 

Senator McNamara. Thank you President Barbour. Your state- 
ment is very helpful and you can be sure your recommendations will 
be given very serious consideration. 

Thank you again. 

Our next witness is Mr. William Stirton, vice president and director 
of the Dearborn Center, University of Michigan, Ann Arbor. 

Not only are you the vice president and director of the Dearborn 
Center of the University of Michigan, Mr. Stirton, but we know you 
well in Detroit for your many years of work in the educational field 
in this area also in this institution. 

I have to bite my tongue a little bit to keep from saying “Hello, 
Bill,” but I am glad to do it anyway. 


STATEMENT OF WILLIAM STIRTON, VICE PRESIDENT AT THE UNI- 
VERSITY, AND DIRECTOR, DEARBORN CENTER, UNIVERSITY OF 
MICHIGAN 


Mr. Srirron. Thank you very much, Senator. 

I consider this a very real privilege and opportunity. I am very 
gratified to have this opportunity to present a statement to this dis- 
tinguished subcommittee and to commend them for the work they have 
done and are doing. 

I have complied with the suggestion that I have copies of this state- 
ment available in quantity and therefore I should like to conserve 
the valuable time of this group by simply highlighting at this time 
some of the comments that I am making in the submitted statement. 

Senator McNamara. Thank you, and at this point your complete 
statement will be made part of the record. 
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(The prepared statement of Mr. Stirton follows :) 


PREPARED STATEMENT OF WILLIAM STIRTON 


I am most appreciative of the opportunity to present a statement and appear 
before the Senate Subcommittee on Problems of the Aged and the Aging. I also 
appreciate the fact that this subcommittee has most carefully and assiduously 
sought and received information from recognized experts in the many fields 
involved, and has taken testimony directly from many older citizens. I shall 
therefore refrain from developing any background and attempt to be selective 
and avoid duplication. 

Since World War II at least, and particularly since Sputnik I, there has been 
a distortion of time which becomes more obvious as the number of moons in the 
sky, friendly and otherwise, increase. This time distortion has accelerated 
otherwise orderly and leisurely social evolutions. My initial comments stem 
from the effect of this compression of time upon the role of education in the 
future American society, and in turn translating that impact to the aged and 
the aging. In making this projection I am confidently assuming that this subcom- 
mittee recognizes one of the most important present needs is to presently plan for 
the future needs. 

Actually, in the examination of the future role of education in the American 
society, I can most competently and with minimum duplication accentuate edu- 
cational levels beyond elementary and high schools; in community colleges, 
technical institutes and especially in the colleges and the universities. 

In making some of these developments and appraisals I am greatly indebted 
to Dr. Frank H. Bowles, director of the college entrance board for statistical 
support. During the past decade or more higher education has been the object 
of constant public attention. This helpful examination of public education 
followed inevitably veterans’ legislation and the development of Government- 
sponsored research programs established higher education as an essential ele- 
ment to national policy. Our experience with the veterans uncovered educa- 
tional deficiencies we had never realized, and provided us with the means 
and ways of reaching groups and individuals that we had previously considered 
beyond our reach, if indeed we considered them at all. We have seen higher 
education become the sparkplug which supplied corporations and individuals with 
the stimulation for establishing foundations in accordance with accommodating 
and encouraging legislation. We became increasingly alert, by the establishment 
of varying types of scholarship programs, to the searching out of talented and 
gifted children. This accent has increased remarkably as we have gazed with 
wonderment, awe, and complete lack of understanding upon the additional 
moons in the sky. Higher education became, after World War II, the concern 
of the whole Nation and all of the segments of our society, and that concern for 
higher education has increased at an accelerating rate since the advent of 
Sputnik I. This accent on the interest in higher education is new on the 
American scene. I cannot overemphasize the extent of this development on 
any comprehending and comprehensive program dealing with problems of the 
aging. 

It was secondary education, the high school, that properly received the at- 
tention of the American public at the turn of this century. Prior to that time 
we actually and understandably attached major attention to the elementary 
Schools. Indeed, the secondary or high schools are nearly a creature of the 
20th century. Their enrollments have changed from a very casual attendance, 
at the turn of the century when only 11 percent of the chronologically eligible 
students attended, to the present time, when we have essentially a saturated 
secondary school enrollment. I am designating it a saturated secondary school 
enrollment since the percentage of eligible youth in our high schools has not in- 
creased appreciably in the past 7 or 8 years. The percentage has been over 
80 percent since 1950, and has not increased more than 1 percent per year in 
the past few years. This does not, in any way, deprecate the problem of meet- 
ing secondary school enrollments. Actually, the secondary school enrollment 
now is a simple thing to predict and difficult to deny. Its size at any time and 
its rate of increase are simply a matter of birth rate, a fabulously increasing 
birth rate that is the direct indication of the challenge, the responsibility and 
the magnificent opportunity of the secondary schools. In developing this 
presentation I realize that members of this committee are well aware of the 
facts but I am restating them so that I can relate to this committee's role. 
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My point, at this moment, is to indicate that in the past half century the 
secondary school enrollment has increased from about 11 percent of the eligible 
youth in 1900, to the present 86 percent of the eligible youth. There is no 
reason to believe that this percent can be increased any significant amount, but 
there is every reason to believe that enrollment in the secondary schools totally 
will show an increase at a remarkable rate as reflected by the remarkable 
birth rate. A concomitant of this saturation of the secondary school enrollment 
is universal recognition and acceptance of the concept that every child is en- 
titled to opportunity for education to the fullest extent of his abilities. That 
our country could create, in the past half century, a full system of secondary 
education, with a saturated enrollment of those chronologically eligible, is a 
truly fabulous achievement. 

In this same half century or so, we find significant changes in the composi- 
tion of our labor market. At the turn of the century, when our total labor force 
was about 30 million, 8 million of the chronologically eligible young people 
were in the labor force instead of in school. They constituted more than one- 
fourth of the existing labor force. However, by 1950 when the total labor 
force was 60 million, less than 6 million youth were actually in that labor force. 
In other words, in the half century or so, the school-age youth declined from 
over one-fourth of an existing labor force of 30 million to less than one-tenth 
of a labor force of 60 million. In this same half century, there have been two 
significant developments in that labor market. First, there has been a steady 
growth in productivity per capita, and secondly, there has been a steady expan- 
sion of the economy in terms of capital investment. Again I gloss over specifics 
in these statistics with full confidence that this distinguished committee has far 
more accurate data than I could possibly obtain. I am citing elementary data 
to identify the base for my subsequent conclusions. 

As we talk about the labor market and of the education of producers and 
consumers, we come naturally to a look at the descriptive and dimensional 
measure of the human productive effort that has been expended in that mar- 
ket over this same half century to which I have continually referred. The in- 
duction age for industrial employment has been rising. Increasingly, it is true 
that no significant industrial employment is available for any young person 
under 18 years of age. There is every reason to expect that this induction age 
will rise as time goes on. Similarly, the retirement age from industry is going 
down. At the turn of the century, there was hardly any established, recog- 
nized, accepted, or enforced retirement age from industry. Now retirement 
ages are set by convention and by contract. Over the decade it shall continue 
to decrease. Therefore, on a horizontal time axis, we have the phenomena of the 
two limits approaching each other. The induction age into industry is going up, 
and the retirement ago from industry is similarly and concurrently going down. 
In addition, the workday is shrinking. This phenomena over the past half 
century is well known to all of us. There is every indication that the work- 
day will shrink as years go on, and that the workweek is a similarly shrinking 
factor. Documentation of these trends is well known to this committee and will 
not be repeated here. 

The boundary lines of the time rectangle describe a rectangle of shrinking 
dimensions; of shrinking perimeter and of shrinking area. The induction age 
going up, the retirement age going down, the workday shortening, the workweek 
shortening, identify too the boundaries of this shrinking rectangle as the pro- 
ductive time area within which we must make our contribution to society. This 
means that within the smaller area we must contribute more intensely to yield 
at least the same contribution. Therefore, we must know how to contribute 
more intensely, and this requires education. 

For the purposes of this committee I am concerned at this time that it is 
important that we note not only the general characteristics of the worker or 
producer of the future, but note too the increase of external areas which have 
been produced by this shrinking rectangle concept. Obviously the concurrent 
and directly proportional increase of external time area has major effect on the 
citizen of the future as a consumer and a citizen. The retirement age from in- 
dustry, the shrinking workday, the shrinking workweek, all have worked to- 
gether to produce a great area outside the rectangle where men and women have 
far more free time. In addition, the combined forces of medicine, of pharmacy, 
of nursing, and public health, have worked together to increasingly insure longer 
and healthier life for everyone. I hope that I have come in phase with the basic 
premises of this committee and have also set the stage for synchronizing addi- 
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tional comments that will jointly substantiate the conclusion I offer the com- 
mittee. 

For the moment may I take the shrinking rectangle concept back to the sec- 
ondary or high school enrollment picture. I have previously observed that 
over the past half century, the secondary school enrollment has increased from 
only one attending for every nine eligible to attend to a circumstance where 
practically every eligible young person is in the secondary schools (saturation), 
and where percentually very few of those eligible youth are now in the labor 
market. In other words, over this past half century, industrial expansion caused 
by increased productivity per capita and additionally caused by the steady ex- 
pansion of the economy in terms of capital investment, have actually produced 
such an explosive force that it has pushed the secondary school people out of 
industry and into the secondary schools. The secondary schools, therefore, 
have replaced to a great degree the indentured worker concept and are now 
training people in the secondary schools where such a training responsibility 
previously had in large part been that of employers. This committee is probably 
not interested at this moment in considering the merits and shortcomings of 
the secondary school system. It is certainly true that the high school education 
of young boys and girls of the United States contributes greatly to their in- 
creased industrial productivity when he or she later enters the labor market 
and to their consumer know-how. Most of us will agree that the high schools 
can contribute more although we may vary in our prescription for that im- 
provement. All of us will agree that the youth who enters the labor market 
following graduation from secondary school does so as a definitely more com- 
petent worker, a better producer, and a more informed consumer. This increased 
competency enlarges the spiral path for the economic lever of increased pro- 
ductivity per capita. 

May I now direct the committee’s attention to the enrollment beyond the 
high school in this past half century. At the turn of the century, we find only 
4 percent of the eligible young people are enrolled in educational institutions 
beyond the high school. I will group all such institutions under the designa- 
tion of colleges and universities, even though the area should and does include 
a great number of types of institutions in addition to the college or university. 
At the present time, perhaps 30 percent of the eligible young people are in col- 
leges and universities. In other words, over the past half century or so, the 
college enrollment has increased from about 4 percent to about 30 percent. Per- 
centually this is a rather rapid increase and numerically it is a fabulous in- 
crease. The point for this committee to note is that in the years to come it is 
bound to be as great, or even greater, a percentual increase and numerically a 
far greater gross increase per year. The increase in enrollment beyond the 
secondary school than is not that of a simple birth rate increase, it is an in- 
crease reflecting not only the birth rate, but is also a response to the social, eco- 
nomie and technological pressures that now extend into the college and uni- 
versity level and are identical with those same forces which a relatively few 
years earlier caused the saturation of the enrollment of the secondary schools. 
In other words, the industrial expansion and the technological developments of 
the past half century ignore as entire artificial and meaningless the educational 
boundary line that is established by high school graduation from the 12th grade. 
This traditional benchmark is an archaic symbol of a past agrarian economy, 
and has no value in fact, regardless of how covered it might be with educational 
ivy and nostalgic nonsense. 

The industrial and technological and sociological expansions that saturated 
the secondary school enrollment in the past half century, are now operative on 
the college and university level. Over the years immediately before us, we will 
witness one of the most challenging and significant developments in this coun- 
try, where we will have essentially an industrial explosion that will saturate 
our colleges, universities and other institutions beyond the high school with 
enrollments greater than we can now geuerally envision. The role of the uni- 
versity will be more than to service the established professions that we now 
recognize, such as medicine, law, dentistry, engineering and architecture. Ac- 
tivities previously classified as “occupations” but not as professions, will, with 
technological developments, increase in kind and in complexity. New occupa- 
tions will be born tomorrow, and tomorrow, and the next day, and will each 
reach the dignity of professions by nature of the technological complexities that 
will be attached to them. The universities will be required to nurture and to 
sustain these new occupations, until they reach the maturity that designates 
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them as professions. We will have increasing specialization, and splinter occu- 
pations will reach the status of sturdy timbers with professinoal identification. 

Each and every one of these professional identifications and achievements 
will again increase the industrial productivity per capita. As increased pro- 
ductivity per capita will increase, our gross national product will increase, our 
national welfare and individual wealth will increase and therefore increase the 
industrial investment per capita. Both of these spiralling effects will further 
increase the total industrial productivity and cause further shrinking of the 
rectangle which we had previously discussed. 

The facts are that half of the application of higher education today is devoted 
to activities that were barely or not at all considered a part of higher education 
at the turn of the century. This is the trend that will by extension greatly 
control the developments with which this committee is concerned. This prolifera- 
tion of professions, this emphasis on specialization, will be accompanied by a 
tendency for the professional man, whether he is a manager or doctor or a 
lawyer or a metallurgical engineer, to increase his professional area of influence 
by utilization of technicians and semiprofessional people, thus increasing his 
acceptance and his stature. 

May I state to the committee that I hope that I have now established two 
trends. First, the displacement of the immature worker by his forced attendance 
in the high school and, secondly, the rapid expansion of higher education in the 
direction of both creating and serving more and more professions. Both trends 
are of consequence to the aging worker of the future and so to the deliberations 
of this committee. 

An increased percentage of the 18-21 age group will be shifted from the labor 
force to college. Furthermore, since higher education affects a sizable number 
of individuals above age 21, there will be some shift from the labor force to 
education within an age group not presently heavily affected by the expansion 
of education. Productivity and consumer competency will again increase through 
the withholding of additional youth from the labor force until completion of 
their period of advanced training, with a consequent benefit that these youths 
will, upon entry into the labor force, produce at a higher rate and consume in 
a more informed manner than they otherwise would. The capacity of the 
economy to expand itself through additional investment from the gross national 
product will be increased. The expansion of the economy will again generate 
a need for even more people with superior skills and the ability to produce at a 
greater rate. It is my opinion that the initial increase in productivity will take 
place largely in highly technical fields and enterprises, relating to communica- 
tion, transportation and energy. The expansion of the economy will be heavily 
concentrated in fields which are now awaiting additional manpower to accom- 
plish the expansion that is necessary just to enable them to keep abreast of 
current needs and developments. A further expansion in the economy will, in its 
turn, generate a new cycle of demand for further extension of higher education, 
with all of the concomitant measures, problems and results which we faced a 
generation ago with respect to the development of secondary education. 

The increased induction age into industry will provide additional time and be 
rich with opportunities for educational planning extension in post-high-school 
programs, better apprenticeships, terminal nondegree programs, technical insti- 
tutes, primarily of a vocational nature. The other three dimensions outside the 
shrinking rectangle will more directly modify the mature and adult individual 
and influence our society. It is in these three areas that the committee has 
most immediate concern and opportunity to serve. 

Robert Bendiner says, ‘“We are headed for an Elysium of culture that will put 
the ancient Greeks in the shade or for a hell of mass boredom modified by home 
carpentry, hi-fi, plush motels, and ping pong.” Business Week states it as a 
simple fact that, “The future economy of America will be built on leisure-time 
spending.” 

I am disposed to believe that we will generally be ready to live in this world 
of shrinking work dimensions, increased leisure time, higher educational sur- 
vival requirements. Some people seriously doubt it. These gloomy prophets are, 
it seems to me, assuming that people will not change with the times. I think these 
people will, in large measure, because industrial and technological expansion or 
explosion will force them to change by forcing them to advanced educational and 
training patterns just for economic survival. 

The first group of workers affected will be plant workers and office clerks. 
On the other hand, until education catches up, the professional man, those 
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engaged in services, and certainly the school man himself, will be busier than 
ever. 

There is an interesting side speculation from this sequence. The plant workers, 
the first recipients of the greater leisure time, are going to use that time for 
socially productive purposes. The novelty of having lots of time to watch con- 
ventional television will thin out. Perhaps, too, the nature of TV programs 
will have increasing elements of similarity to expanded and extended programs 
of adult education which the schools will offer in increasing amount. These 
first people with more leisure will participate more and more in problems of 
government, as candidates and also as active workers. I hope that educational 
systems will be geared to the responsibility and opportunity to prepare these 
citizens to intelligently contribute and participate. 

Every influence and every trend which I have suggested in these comments 
will increasingly contribute to the improvement of man’s social and economic lot. 
The disappearance of the unskilled worker, the increased productivity per person, 
the more effective use of energy seems destined to make us as Americans a nation 
of increasingly well-educated people, with greater resources for the intelligent 
use of a greater leisure time. I feel that the activities and deliberations of this 
committee will contribute greatly to the early achievement of that status. 

Mr. Srirron. Thank you. 

I shall also take very real recognition of the fact that this group has 
received information from recognized experts in the many fields in- 
volved and has taken testimony directly from many older citizens. 
I shall, therefore, refrain from developing any background and at- 
tempt to be selective and avoid duplication. 

I think that my comments will be of a different nature probably 
than those which have gone before and I should like permission to 
call attention, therefore, to the fact that in the very recent vears, as a 
matter of fact since Sputnik No. 1 there has been a very real distor- 
tion of time which becomes more and more obvious as there are more 
and more moons in the sky, some friendly, some not, that this time 
distortion has accelerated some time evolutions including those in the 
educational area and I should like to direct my attention to this 
revolution as it relates to the problems of our senior citizens. 

Higher education, particularly, became after World War IT the 
concern of the whole Nation and that concern for higher education has 
increased at a higher and higher rate. This is new on the American 
scene. 

I cannot overemphasize the extent of this devolopment on any 
comprehending and comprehensive program dealing with the prob- 
lems of the aged. 

PLANNING FOR FUTURE NEEDS 


It is my intention at this time to call to the attention of this group 
some of these important present needs for planning in terms of future 
needs. I do not think I can make as much of a contribution to the 
information on present needs as I can perhaps suggest some of the im- 
portant present needs for planning in terms of future needs. 

It was high school education that received the attention of the 
American public at the turn of the century. Prior to that time we 
actually and understandably attached major attention to our elemen- 
tary schools, our grade schools. Indeed, the secondary or high schools 
of this country are merely a feature of the 20th century. At the 
present time we have a saturated secondary school enrollment. The 
secondary school enrollment is a simple thing to predict and a dif- 
ficult thing to deny. It is a matter of birth rate, a fabulously in- 
creasing birth rate that is a direct indication of the challenge and the 
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responsibility and the magnificent opportunity that is before the sec- 
ondary schools because of the fact that the secondary school enroll- 
ment is saturated. 

A concomitant of this saturation of the secondary school enroll- 
ment is universal recognition and acceptance of the concept that every 


child is entitled to opportunity for education to the fullest extent of 
his abilities. 


CHANGES IN COMPOSITION OF LABOR MARKET 


But it is in this same half century or so that we find significant 
changes in the composition of our labor market. I should like to re- 
late these matters to our problems before this committee. In other 
words, in this half century or so the school age youth declined from 
over one-fourth of an existing labor force of 30 million at the turn 
of the century to less than one-tenth of a labor force of over 60 mil- 
lion at the present time. 

There have been two significant developments in that labor market. 
There has been a steady growth in productivity per capita. Secondly, 
there has been a steady expansion of the economy in terms of capital 
investment. 

The thing that we witness now is that the induction age into in- 
dustry is going up and will continue to go up. The retirement age 
for an industry is going down. The work day is shortening. The 
workweek is shortening. And these shrinkages, the induction age 
going up, the retirement age going down, the workday and workw eek 
shortening: these shrinkages identify the boundaries of a rectangle. 
Within that rectangle is a productive time area in which we must make 
our contribution to society. 

This means that within the smaller area we must contribute more 
intensely to yield at least the same total contribution. 

We must know how to contribute more intensely and this requires 
education. 

For the purposes of this committee I am concerned at this time 
that it is important that we note not only the general characteristics 
of the worker or the producer of the future but note too the increase of 
the external areas outside of that shrinking rectangle which have been 
produced by this shrinking rectangle concept. Retirement age from 
industry, shrinking workday and workweek, all have worked to- 
gether to produce a great area outside the rectangle where men and 
women have far more free time. 

In other words, over this past half century, industrial expansion 

caused by the steady expansion of the economy in terms of capital in- 

vestment has actually produced such an explosive force that it has 
pushed the high school people out of industry and into the high 
schools. 

The high schools, therefore, have replaced to a great degree the in- 
dentured worker concept and are now training people in the high 
schools where such a responsibility previously had in large part been 
that of the employer. 


INCREASE IN COLLEGE ENROLLMENT 


In other words, again over this past half century, the college enroll- 
ment has increased from 4 percent to 30 percent of the eligible young 
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people, but the high school enrollment is practically a saturated or 
maximum percentage. 

Percentagewise this college enrollment increase is a rather rapid in- 
crease and numerically it is a fabulous increase. The point for this 
committee it seems to me is to note that in the years to come it is 
bound to be as great or even greater a percentile increase, and numeri- 
callv a far greater gross increase per year. 

Increase in enrollment beyond the high school then is not that of 
a simple birth rate increase. It is an increase reflecting not only the 
birth rate, but is also a response to the social, economic, and techno- 
logical pressures that now extend into the colleges and university 
level and are identical with those same forces which relatively a few 
years ago caused the saturation of the enrollment of the high schools. 

In other words, the industrial expansion and the technological 
developments of the past half century ignore as entirely artificial 
and meaningless the educational boundary line that is established by 
high school graduates from the 12th grade. 

This 12th grade graduation is an archaic symbol of a past agrarian 
economy. It has no present value no matter how much it might be 
covered with educational ivy and nostalgic nonsense. 

The industrial and technological and sociological expansion that 
saturated this high school enrollment in the past half century are 
now operative on the college and university level. Over the years 
immediately before us we will have essentially an industrial explo- 
sion that will saturate our college enrollment and the other institu- 
tions beyond the high school. 

The role of the university will be more than to serve the professions 
we now recognize, such as medicine, law, dentistry, engineering, and 
architecture, activities previously classified only as occupations but 
not as professions will, with technological developments, increase 
in kind and in complexity. 

New operations will be born tomorrow and tomorrow and the next 
day. And these operations will each reach the dignity of professions 
by nature of the technological complexities that will be attached to 
them. 

Universities will be required to nurture and sustain these new 
operations until they reach the maturity that designates them as 
professions, 

Again, we will increase the industrial productivity per capita by 
such training. As it increases our gross national product will in- 
crease, our national welfare and individual wealth will increase and 
therefore increase the industrial investment per capita. 

Both of these spiraling effects will further increase the total in- 
dustrial productivity and cause further shrinking of the rectangle 
previously discussed. 

Half of the applications of a higher education today are devoted 
to activities that were barely or not at all considered at the turn of 
the century. This is a trend that will by extension greatly control 
the developments with which this committee is concerned. This 
proliferation of professions, this emphasis on specialization that will 
be greater and greater, will be very much in the thinking of this 
committee and the subsequent work of other committees of this 
Nation. 
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I think I have made two trends clear. My detailed statement I 
hope has done so more adequately. The displacement of the immature 
worker by his forced attendance in high school and the rapid ex- 
pansion of higher education in the direction of both creating ant 
serving more and more professions. 

Both of these trends are of consequence to the aging worker of the 
future and to the deliberations of this committee. I have detailed 
further, sir, I think, data which would validate these conclusions. 
My comments here I hope have been helpful, in anticipating for the 
years to come not the group of senior citizens before us but the group 
of senior citizens that will come in the months and years to follow this. 

It has been a privilege to testify here, sir. 

Senator McNamara. Thank you very much, Mr. Stirton. This is 
a very fine statement and certainly a very valuable part of our rec- 
ords, and we are glad to have it. 

Let me ask you just a question or two. 

Do you feel that our national economy can continue to support 
the shortening workweek that you make reference to? 

Mr. Srirton. Yes, sir; I very definitely do. This is the challenge 
to education, Senator, to see to it that we can. I think that as we view 
the total manpower situation of this universe, the kind of competencies 
we have and the kind of potential for competence and the losses of 
that potential that are occurring that this is a challenge to America 
to utilize this potential to support the shortening week. 

Senator McNamara. How do you think the universities can expand 
their activities concerning the aged of today; for example, in research 
and adult education? Do you think there is a great need for expan- 
sion ? 

Mr. Srirron. Yes, sir. I think these shrinking area rectangles 
will mean that the leisure time that the hourly worker will have will 
cause him to increasingly contribute to society more and more of those 
extra activities that are now limited, that he therefore will find need 
and interest in going into politics, into government. 

It will be a challenge to adult education programs to help many to 
become more knowledgeable of these processes of government so he is 
a more alert and intelligent citizen and voter, so we will be able to 
more increasingly provide opportunity on what we now call the 
adult education level so people can have the kind of increased use 
and intelligent and happy use of leisure time which is now not avail- 
able to them. 

Senator McNamara. Mr. Stirton, do you think that the educa- 
tional institutions could play a greater role in getting across to the 
younger generation the problems of the aged ? 

Mr. Stirton. I feel very definitely that we have only begun to 
scratch the surface. Divisions of geriatrics gerontology, and those 
kinds of units in universities have not had the recognition, the prestige 
attached to them that their potential involves, 

I think we have unfortunately neglected these great areas in terms 
of more glamorous areas and it is a tragedy. 

Senator McNamara. Thank you again. 

It is certainly a privilege to have you here and you can be sure 
you have added a great deal to the records of this subcommittee. 

Mr. Strrton. Thank you, sir. 
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Senator McNamara. That completes our hearings for this morn- 
ing. We will convene again at 2 o’clock in this same auditorium. 

Thank you. 

(Whereupon, at 12:15 p.m., the hearing was recessed, to reconvene 
at 2 p.m. on the same day.) 


AFTERNOON SESSION 


Senator McNamara. The hearing will be in order, please. 

The first witness this afternoon will be Mr. Richard Huegli, execu- 
tive director of the United Community Services of Detroit. 

Mr. Huegli, you have a prepared statement. It will be made part 
of the record in its entirety at this point. If you would care to sum- 
marize, proceed in your own manner. 

(The prepared statement of Mr. Heugli follows:) 


PREPARED STATEMENT OF RIcHARD F, Huretr, MANAGING Director, UNITED 
COMMUNITY SERVICES, DETROIT 


The individual physical and social needs of older people are no more and no 
less important than those of other citizens. Like everyone else, they are indi- 
viduals with emotional and physical strengths and weaknesses related to their 
own personalities. 

This country is now concerned about this segment of society largely because it 
has an increasing number of older citizens. While the social problems inherent 
in old age have long existed, we have neglected to study and plan wisely the 
kinds of services needed because of problems peculiar to this chronological age. 

We must catch up, first of all in our Knowledge and definition as to what 
constitutes a full life for old age. This requires the development of services 
geared to insuring such a life, including the improvement in quality of existing 
services. To do so effectively it also requires understanding of the individuality 
of each such person to the same extent we seek understanding for ourselves. 
This concept was taken for granted several generations ago. Somehow, we 
have lost it in urban settings and need to recover it. 


HOUSING 


In most of our larger cities the Slums and near slums are inhabited by the 
economically disadvantaged and the old. The former are there because they 
cannot afford anything else. The latter are there because this has been home 
for 20 to 30 years. The psychology of home is almost a common denominator 
among all elements and nationalities in our society. In most instances, the 
home has been the major investment of the family unit involved. Frequently, 
when separated by death, it is difficult to persuade the survivor to move even 
though overhoused and such housing is expensive to maintain. The shrinking 
real estate values of a deteriorating neighborhood also mean less equity at a 
time of reduced income. 

Cities have tackled their many problems with urban renewal, neighborhood 
conservation, industrial redevelopment, expressways, etc. These kinds of phys- 
ical changes frequently mean relocation for the aged with accompanying loss 
of equity. More important is the loss of individual psychological roots which 
have given security and bound people together in an urban society. 

To offset such loss and offer substitutes, urban areas need imaginative housing 
opportunity for older citizens. It may be in the form of Federal or State in- 
ecentive for private capital to develop such housing. It might be provided 
through public housing. In either case, the housing should be related to the 

articular wants and living habits of major segments of the population of given 
urban areas. It should be provided in normal neighborhoods and not in seg- 
regated projects with special attention to financial assistance. It should be 
realistic in terms of the potential kind and census of older population as well 
as those currently seeking housing. 

The community itself must provide ways and means of assisting with problems 
which accompany relocation. We need devices to help people get acquainted 
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in new neighborhoods and with programs aimed at solving the subtle problem 
of loneliness in strange surroundings. This has more chance of success in normal 
neighborhoods than in segregated areas, but it requires understanding, interpre- 
tation, and sympathetic leadership. 


HEALTH 


Any presentation to this committee cannot help but emphasize the growing 
problem of medical and hospital care for the older citizen. A few can finance 
all medical costs. This number, however, becomes fewer as medical costs rise. 
Even more than other elements in the community, the older citizen because of 
his marginal retirement or social security income is forced to do without the 
drugs or prosthetics needed to maintain health. The alternative is application 
for subsidized care. 

All the social forces of a community together can do much in this area of 
health maintenance and medical and hospital care. The Federal Government 
can provide funds adequate for medical care for public assistance clients; the 
State and county can provide rehabilitation programs for the infirm in mental 
institutions, thus releasing them back to useful lives in the community; they 
can also upgrade standards for nursing and convalescent homes prior to licens- 
ing. Local health departments can carry on active programs of education, de- 
tection, and prevention aimed at the promotion of maintenance of health. Vol- 
untary agencies like visiting nurse associations can, where feasible, provide 
home nursing care under medical supervision, thus permitting early release from 
hospitals and subsequent savings in per diem cost. Out-patient clinics of hos- 
pitals and special clinics for the aged can provide both preventive medical service 
and direct medical care to those on marginal income. All of these health, 
medical, and hospital forces must be related in an urban area however, so that 
the community is assured of a balanced program. Community planning in this 
regard is essential. 

COUNSELING 


Like other segments of an urban society, older citizens may or may not need 
knowledge of community resources available to serve them at various periods 
in their lives. Problems of health—mental and physical—housing, useful ac- 
tivity, legal, financial, personal, and family relationships are not restricted to 
any economic or social class. Services of this nature are needed as community 
resources, readily available, through a variety of channels—the church, at work, 
or in the neighborhood. Help with personal problems at these levels or through 
referral to appropriate resources can do much to prevent mental breakdown or 
other disturbance leading to more expensive and needless cost later. Federal 
help is also needed with model laws for the protection of rights and property 
of older citizens. Agencies in the counseling field frequently see the need for 
such protective care for those picked up by the police but cannot be kept in 
custody; for those confused but not committable; for those who run away, etc. 
Such laws well might be similar to existing ones on behalf of children. 

This field of counseling is largely a local one—public and voluntary. How- 
ever, since local resources vary, Federal assistance is needed to recruit and 
train the staffs of public assistance programs. Such staff, while generally 
recruited locally, frequently become preoccupied with financial eligibility of 
applicants and fail to search out or refer those clients who would benefit from 
available counseling services, perhaps to the extent of no longer requiring 
financial assistance. Training programs, institutes, and workshops with na- 
tional encouragement can do much to strengthen such staff and point up 
weaknesses in local communities. Other local counseling services also have 
much to learn about counseling of the aged, their problems, and special needs. 
Federal encouragement of national programs by voluntary associations in this 
regard will also strengthen the service eventually provided the consumer on 
the local level, namely, the aged citizen with a personal problem. 


EMPLOYMENT 


The search for appropriate ways to plan adequate health and community 
services for the aged in metropolitan setting must incorporate opportunity for 
constructive employment, wherever desirable. Such employment might be full 
time or part time. It might be on a voluntary level or for pay. In either case, 
continued emphasis must be placed on the fact that people should be hired or 
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placed as individuals and because of individual skills and ability, not because 
of age. Detroit in the past has joined in regional employment programs. Fur- 
ther effort in this regard coordinated on a national level is necessary. National 
Employ the Handicapped Week is equally applicable to this group of our citizens, 
handicapped in most cases only by age. 

Urban cummunities must assess locally the kinds of skills its retirees or older 
citizens possess and seek job opportunities accordingly. Campaigns yor jobs in 
skilled industries for unskilled older citizens are hardly justified. It may be, 
however, that certain communities can train and use the wives of retirees in 
service employment leaving younger couples to be trained and employed in the 
skills major industry needs. Such placements have the added advantage of 
securing some social security rights for wives who generally are younger than 
retirees as well as the opportunity for supplementary income. Meanwhile the 
whole question of flexible versus fixed retirement needs further exploration and 
testing. 

LEISURE TIME 


Enforced leisure is dangerous to personal morale unless it can be construc- 
tively used. The use of leisure has been and should continue to be a matter of 
personal choice of opportunities provided by local resources. A new dimension 
is needed from churches, schools, agencies and neighborhood programs which 
traditionally have served youth to seek out older people and provide meaningful 
opportunities for leisure. 

Such leisure may include avocations; training opportunities for employment; 
or educational programs particularly related to both. In most urban commun- 
ities, sound adult education programs and facilities are or can be available 
through public schools. Where urban universities exist, special programs, if 
creatively designed, can enlist the support and interest of older people. Simi- 
larly, libraries can and are branching out as community services by offering 
active adult education programs for older citizens at times convenient to them. 
All of these are important and necessary in communities of foreign born or 
with rapidly changing social characteristics. Again these are largely services 
provided by local resources with some opportunity for Federal funds for research. 


PROFESSIONAL PERSONNEL 


A great many professions serve older citizens directly—as doctors, nurses, 
social workers, guidance officers, counsellers, etc. They are trained in their 
profession to serve all members of society. But as the number of older citizens 
in a community increases, it is increasingly evident some interrelatedness of the 
various professions must exist in the treatment given. We need to know more 
about the contribution each field can make to the total concept of growing old 
gracefully. And, as we learn more in this regard, we need to enlist more in each 
profession to study and specialize in the field of gerontology. Advancement of 
knowledge in this field depends on adequately trained staff. 


RESEARCH 


Research is as important to solving the problems of people as it is to progress 
in space. The emphasis on medical research has developed new drugs and 
lengthened the span of life. Now social research must tell us why. What is the 
contribution such increased span of years can make to society? What should 
be the position of the aged in our community in its economic, social, educational 
and political life? 

The Federal Government must coordinate and initiate and, if necessary, finance 
efforts in this area of social research and study. It might do so through national 
studies. It might do so through support and coordination of local projects with 
similar ones elsewhere. It might do so through support and coordination of 
research projects in private employment, in areas like preretirement counselling, 
measurement of retardation of skills, postretirement age, etc. 

The promotion and coordination of projects on a national and local level 
through existing or specially created facilities and programs directed to the 
problems of the individual can only result in the strengthening of the physical 
and social characteristics of that individual and the community in which he 
lives, thus easing collectively the life of succeeding groups of people who reach 
that magic but unwelcome circle of “old age.” 
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STATEMENT OF RICHARD HUEGLI, EXECUTIVE DIRECTOR, UNITED 
COMMUNITY SERVICES, DETROIT, MICH. 


Mr. Hurert. Mr. Chairman, you and the other members of this 
committee are to be commended for your faithful and patient pursuit 
of knowledge and ideas concerning the problems of the aged. 

As spokesman for the health and welfare planning organization of 
this community, I can only observe we regard our older citizens as a 
part of the total community. Some in that total community never 
meet problems beyond their personal and economic ability to solve. 
Others need outside assistance. This is why urban communities have 
networks of health and community services—some supported out of 
tax funds, others from voluntary contributions. 

Detroit like other large centers discovered a number of years ago 
that fewer of its older citizens were able to face their personal prob- 
lems without outside assistance. Unfortunately, we did not have 
knowledge of the kinds of assistance needed or the specialties involved. 
So, United Community Services developed a Metropolitan Commit- 
tee on Aging to study and explore the social requirements of Detroit's 
older citizens, coordinate and create a pattern of health and commu- 
nity services. 

Detroit is a relatively young community by some standards. As we 
plan services on local, State and National levels, I would plead for 
(1) constant emphasis on the individual in this matter of aging, and 
(2) integration not segregation of the aged in services and considera- 
tion of needed programs in relation to ‘community patterns. 

For example, we ran a study of the problems of older citizens in 
Herman Gardens, a large housing project on the west side of Detroit. 
Transportation was a real problem for most of the 914 older residents 
because of the very size of the project. The project is one mile square 
— shopping facilities at only the northern boundary. Only one 

bus line goes through one corner. Downtown is 8 miles away and 
most of the community facilities are located at a distance. You can 
see why we favor a new look at housing for the aged. 

Other findings of that study ine identally indicated 749 of the 914 
residents needed medical care and 693 of these needed subsidized 
medical care. None of the residents used commercial recreation or one 
affiliated with any private recreation agency, and 179 of them are un- 
able to care for daily responsibilities. 

Now, I will grant that it was easier for us to move services into this 
project on a coordinated basis because this was a captive audience as it 
were. We have an interesting cooperative program there of a num- 
ber of agencies, including volunteer organization help. 

In my opinion, we have not even scratched the surface in utilizing 
volunteers for service to the aged. Those who have offered their serv- 
ices have found it as rewarding as work with children. 

You have had ample evidence of the need for medical and hospital 
care for large blocks of our older citizens. Our findings indicate 
Detroit is no ) exception. We're looking for more exploration and ex- 
perimentation in health maintenance which can forestall costly medi- 
cal care. While this is largely a local problem, any help from Federal 
resources in this area would be helpful since it would reduce the even- 
tual size of the medical bill to the National Government. For example, 
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how about using Veterans’ hospital staffs to assist in health detection 
clinics. Is this feasible or practical ? 

One other area of medical care bothers us—that vast majority of 
older citizens, like everyone else, are proud of their independence and 
do not want public subsidy. How can we help them over the hump of 
a medical crisis and still let them maintain their independence? Loan 
funds, small fund subsidies like loans to small business. 


COUNSELLING 


We’re not so sure segregated counselling or even referral centers 
for the aged are the answer. In a big city like Detroit, with many 
such resources already divided by religion and geography, it’s a little 
difficult to add chronological age. Our experience seems to indicate 
it is better to provide specialists in existing services—specialists in 
the problems peculiar to older age. This is true in public as well as 
voluntary services. Public assistance caseworkers who see old age 
assistance clients once a year or even twice a year are not really of 
as much help as their skills might permit them to be. 


EMPLOYMENT 


Our committees are not experts in the economics of employment. 
Income maintenance, of course, is essential for prideful independence 
which each of us seeks. We need to do much more experimenting on 
national and local levels, on public and private levels in connection 
with retirement before we can solve this weighty problem. One thing 
we can do is also review the gaps in the provision of income main- 
tenance between public assistance, welfare, vocational rehabilitation. 
(How much can a man have beyond $500? Even beyond $1,200? 
etc. ) 

LEISURE TIME 


American leisure time services have not been geared to older citizens 
but to youth. We have presumed adults can entertain themselves or 
use commercial recreation. But $1.50 to $2 a week for bowling is 
pretty rough on a smal] pension that must: be used for essentials. The 
result is no bowling. Loneliness becomes a byproduct. It leads to 
more shyness until four walls close in followed by antisocial behavior. 

We have noticed that such leisure time programs as we do have, 
quickly become more than just chess and checkers. These people 
bring with them ali the other problems loneliness can store up. 
Every drop-in-center quickly finds itself giving counselling, legal ad- 
vice and medical referral and wishing there were more services for 
the aged. 

May I close, Mr. Chairman, by noting that our Detroit Committee 
on Aging took a leaf out of your committee’s notebook. We felt each 
community ought also to approach its own specifics in regard to the 
problems of its senior citizens. We have held similar hearings with 
retirees and agencies in Detroit, around problems of health, income 
maintenance, leisure time and living arrangements. I have mentioned 
some of the preliminary conclusions. When completed, we shall be 
glad to make the full report available to you. 
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I would like to close with one finding of concern to Detroit—per- 
haps, the whole Nation. 


NEED FOR NEW IMAGE OF OLD AGE 


Our consensus of reports indicates the need for a complete change 
in community attitude toward the aged. The bugaboo of “65” has 
developed a “we”—“they” philosophy. Mandatory retirements have 
reshuflled even the classes of our society; “65” has even meant un- 
justly to some loss of ability which is not lost, loss of caste, and loss 
of the right to be useful. This attitude on the part of many in the 
rest of the community needs to be changed through information and 


education and creation of a new image of old age in a community. 
Thank you, Senator. 


INABILITY TO PAY FOR MEDICAL CARE 


Senator McNamara. Thank you very much. In the early part of 
your presentation, did I understand that more than 700 of a certain 
group needed medical care and some 600 plus could not pay for the 
needed help? Was that about what you said ? 

Mr. Hureur. Yes, there were 914 older residents in the community 
and of these 749 of the 914 needed medical care. And of the 749 
senior citizens, 643 needed subsidized medical care. 

Senator McNamara. That is an astonishing percentage and this, I 
think, underscores very dramatically the real problem that we face. 

Mr. Hvurert. I would think so. 


CENTRAL AGENCY FOR THE AGED 


Senator McNamara. How can we establish an agency in the country 
responsible for the older person as a whole? As you pointed out, 
there is a need for a place where older persons can feel they can turn 
to for help without being referred from one agency to another? Do 
you visualize such a central agency and how do you think it could be 
brought about ? 

Mr. Hcrert. I would hesitate at the creation of a central service 
agency. I think we have in this community an information service 
which is available and we should be strengthened. This can prevent 
the so-called run-around from one agency to another. 

I am alarmed and a little bit disturbed at the thought of creating 
separate information services because so frequently the problems do 
not start out at one of old age. People start out as simply having a 
problem which a normal clinic or a normal resource in the community 
can serve. If you were to lop off the top 25 percent of our population 
and say at a certain age you go to a certain type of clinic or a certain 
type of referral source, this would pose some real problems for 
referral. 

On the other hand, I do think we have to strengthen our referral 
services so there is not a run-around because there is not the money to 
run around with. 

Senator McNamara. We have heard this over and over again at 
our hearings throughout the country, that there are too many agencies 
and no central place. There seems to be a feeling on the part of many 
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people that they get shunted from one to the other, and since nobody 
has a central responsibility there is a lack of this kind of concentrated 
responsibility. 1 think maybe there is some sense to that claim, be- 
cause when you have so many agencies working in an area, there is 
a tendency, it is just a human thing, that one will shunt it off to the 
other and the result is that the job does not get done. 

Mr. Hunett. I think also, sir, that part of the reason is the lack of 
knowledge of community resources. We, as agencies, do not define 
our services clearly enough so that other agencies can understand what 
the policies are. This is our fault, not the fault of those seeking the 
service. 

Senator McNamara. This is no doubt one of the things that we have 
to give a great deal of attention to. 

Thank you again. We appreciate your contribution and you can 
be sure it is very helpful to the subcommittee. 

Now we are going to ask three people who are recognized in the 
area as experts to come up and be seated at the table, at the same table: 
Monsignor Suedkamp, director of Catholic Charities, Archdiocese of 
Detroit; Mr. John Dancy, president of the National Urban League 
of Detroit, and Dr. Melvin J. Ravitz, City of Detroit Plan Commis- 
sion and professor in the Department of Sociology of Wayne State 
University. Will you all be seated at this table? 

Monsignor Suedkamp, when you are ready, will you start, please? 


STATEMENT OF MSGR. W. F. SUEDKAMP, DIRECTOR, CATHOLIC 
CHARITIES, ARCHDIOCESE OF DETROIT, MICH. 


Monsignor SurepKamp. Thank you, Senator. Because of the church’s 
philosophy of life, every individual has dignity and worth. Religion 
gives purpose to living. Religion has an answer to the enigma of pain 
and suffering. F aith motivates the patient to restore himself to use- 
fulness through rehabilitation. Religion points to death as the very 
entrance to eternal life. 

The church has had centuries of experience in caring for the aged. 
She is close to her people and because of this the church is in a ‘key 
position to solve many of the problems facing our older citizens. 

Through her educational system—grammer, high school and college 
levels—attitudes can be changed about personally growing old and 
about relationships toward older people. 

Through her means of communication and through her parish or- 

ganizations, thoughts on preparation for retirement can be sown. 

Because the church is organized on a neighborhood level, social pro- 
grams can be established to afford social interaction. 

Through her social service agencies, casework and counseling are 
readily available to older folks with problems. Moral and material 
support is afforded to the individual in areas of : 

1. Personal and family relationships—establishing insight into 
the three-generation family to ease tensions. 

2. Income maintenance—thr ough sheltered workshops or retail 
outlets for senior citizens. 

3. Medical care and health education—through the use of com- 
munity resources, such as the public and private outpatient clinics 
and hospital systems. Geriatric departments could be added to 
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the existing facilities; byproducts of these would be the high- 
ns of research and expediting service. 

. Housing for the well, independent, aged; for those in need 
as a semipr otective env ironment, such as the unique Kundig Cen- 
ter campus program; or for those in need of a more me 
environment such as Burtha Fisher Home, Carmel Hall, S 
Catherine Cooperative House, St. Elizabeth Briarbank, St. John 
Cooperative House, St. Joseph Home, St. Mary’s Home, and Villa 
Franciska, which are located within the Archdiocese of Detroit. 

None of the above services to the aged need be totally dependent 
upon the Federal Government, but all can be given through a volun- 
tary agency, for example, the church, in cooperation with the Federal 
and State Government. 

Senator McNamara. Thank you very much, Monsignor. 

Now, Mr. Dancy, we would like to hear from you at this point. Of 


course, I am tempted to call you “John”, having known you so for 
so long. 


STATEMENT OF JOHN DANCY, PRESIDENT, NATIONAL URBAN 
LEAGUE, DETROIT, MICH. 


Mr. Dancy. Thank you. First of all, let me tell you that it is a 
pleasure to be associated here with you gentlemen on this program. I 
am not so sure that I have so much to offer, or any particular con- 
tribution that I can make other than to say that these problems having 
to do with the aged strike home closely to Negroes in this community, 
and all over the United States for that matter. 

An estimated 15 million men and women in the United States are 
over 65. Approximately 1 million persons are over 65 who are non- 
white. Approximately 9 million receive social security benefits and 
214 million receive old age assistance; 600,000 over 65 in the State of 
Michigan. While accurate figures are unavailable, in Detroit it is 
estimated that between 180,000 to 220 000 is an educated guess as to 
the number of aged persons in the city of Detroit. 

Aged Negroes in Detroit: An estimated guess is 10,200 to 14,300. 

Financial security for aged persons in WwW ayne County: 100,000 
retired persons receive $8 600,000 from social security; 18,341 aged 
persons receive a $74.14 average monthly grant from W ay ne County’s 
old-age assistance program. 

Problems of health a the aged in Detroit: 28,000 aged 
persons are ill; 22,000 of these 28,000 aged persons are at home; 6,000 
of these 28,000 aged persons are in institutions: 2,800 of these 6,000 
are in Wayne County Hospital; 2,000 of these 2,800 are in infirmary 
or custodial buildings, 800 as bed patients. Aged persons do not seek 
residential care until they cannot any longer manage their own affairs 
in the community. 

There are 5,000 beds in nursing homes in the tricounty Wayne, Ma- 
comb, and Oakland area available to the aged. They are under the 
supervision of State and local departments of health. The majority 
of these nursing homes are commercially operated. Service is dis- 
pensed to the aged regardless of their race, creed, or nationality. 

Some 21 churches serve a total of 1,600, some of these state that 
their services are for white only. Although others have no written 
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policies restricting services to race, Negroes have never received serv- 
ices from these institutions. It is important to note that applications 
and inquiries from Negroes have been made as well as pleas from 
Urban League to these agencies to offer their services without regard 
to race. 

Residential housing for the aging in Detroit, private: Carmel Hall 
Home, formerly the Detroiter Hotel, and Eventide, formerly the 
Park Hotel, have a combined capacity of 700, Thus far, they have 
failed to service an aged Negro family or single person. They state 
that the Negroes have not applied for service, but re adily admit they 
do not know what their position would be if a Negro would apply. 

Detroit Housing Commission makes provision for 1,200 aged per- 
sons. Very few of these are Negroes. They plan to set aside an 
entire 14-story skyscraper project in Jefferson project for aged per- 
sons. The filling of the 112 apartments will not be determined by 
race considerations. 

Negroes, even when they are 21 years old, find it very difficult to 
find a job, to secure work of any kind in this area. A 21 year old is 
out of luck. When he becomes 45 his chances of ever secur ing a job 
are almost nil. When he is 65, where he is dependent on some type 
of charity, old-age assistance, public welfare, or retirement pay, his 
retirement pay is usually very small because he has never made a 
very large salary wherever he has worked. It is below normal. And 
then when he becomes 65 he is utterly dependent, no chance of a job, 
no chance of housing, hardly any avenues are open to him so he is in 
a very difficult position, first because there are very few jobs for 
anybody and in the second place because he is a Negro. 

That sums up what I have to say. 

Senator McNamara. Thank you very much, Mr. Dancy. 

Dr. Mel J. Ravitz, we will be glad to hear from you at this point. 
Your prepared statement will be i incorporated in the record. 

(The statement of Dr. Ravitz follows:) 


PREPARED STATEMENT OF Dr. MEL J. RAvirz 


This statement is written from the vantage point of one who is both a pro- 
fessional sociologist and an active community worker in the sphere of urban 
renewal and housing. Thus, what is said is the result of direct observation of 
people and their problems in the blocks and neighborhoods of Detroit as re- 
flected through the mind of the social scientist. 

These remarks are confined to the relationship between the aged of our com- 
munity and their housing needs. Although the aged have many problems be- 
sides housing, they will be mentioned only insofar as they impinge upon housing. 

A point that must be stressed quickly is that not all aged people have hous- 
ing problems; indeed, put more broadly, numerous categories of people in our 
society, including many who are aged, have problems of housing. 

Flowing from this point is a second one that must be understood: namely, 
that old people like all people who have housing problems want only to be treated 
as well as and neither better nor worse than other people. Essentially, aged 
people want to be understood and appreciated and dealt with as individuals. This 
means that we are wrong crudely to categorize, to segregate, and to stereotype 
aged people just as we are wrong to categorize, segregate or stereotype people 
because of race, religion, or nationality. It just cannot be done; besides, it does 
violence to a.cardinal principle of our society: the integrity and dignity of the 
individual. 

A final assumption is that our society has both the financial resources to per- 
mit it and the ethical values to require it to provide adequate and suitable hous- 
ing for its aged citizens. 
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Applied to the sphere of housing, these three points suggest that our society, 
through either public or private means or both, has an obligation to provide 
sufficient housing effectively, available at a variety of prices to meet the shelter 
needs of those of its many aged members who have housing problems. This 
housing must be of many types; single free-standing units, multiple units, pub- 
lic housing of both structural types; cooperative housing, institutional village 
and/or campus type housing, etc. There are some aged people who prefer each 
type of unit and we are not so poor a society that we must sacrifice variety of 
housing type for cheapness of construction, not, that is, if we really care about 
our aged and about ourselves who are sooner or later to become aged. 

Certainly, it is easy to point out what all of us well know: that housing should 
be of many prices and types. The significant question is how shall it be financed, 
when the great bulk of our aged cannot afford to pay the going prices for either 
rental or purchase of shelter. It is important to appreciate that the great ma- 
jority of aged people are living on the tiny income of a small pension, old age 
assistance, or social security. Those relative few whose personal incomes are 
adequate have no difficult housing problem: their money permits them to buy 
or rent a home of their own choice in one of the physically better neighborhoods 
of any city or to retire to a farm or to buy their entry into one or another of 
the growing number of residential hotels or communities for the aged. While 
these people may have problems associated with age and maybe even serious 
ones of health and use of leisure time, their housing problem is negligible or 
nonexistent. Major concern must be with the majority of the aged who lack ade- 
quate incomes to give them the flexibility of shelter choice. 

One cannot probe further in this sphere of the aged and housing without rec- 
ognizing that this majority of the financially limited aged people live in the 
great urban metropolitan areas. Approximately two-thirds to three-fourths of 
the people over 65 in this standard metropolitan area, Wayne, Oakland, and 
Macomb Counties, are living in the central city of Detroit. Most, but not all of 
the one-fourth to one-third who live outside the city of Detroit are in fair to 
good economic circumstances; it is those who live in the central city for the 
most part who are living on drastically restricted incomes. In a basie sense then 
the problem of housing the aged is essentially a big city problem. Its solution 
must be sought in big city terms. 

If this estimate of the problem of housing the majority of the aged is correct, 
then one further point must be outlined to complete the picture and to add even 
greater urgency to the problem. That point is that the urban renewal pro- 
grams of slum clearance and slum prevention together with the expressway con- 
struction program are tearing down those very areas of the city where many 
of the elderly people are concentrated. While I heartily favor both urban re- 
newal and at least some expressway construction, we ought to understand fully 
the social and psychological consequences of these physical improvement pro- 
grams and provide adequately in advance to meet these consequences. With 
respect to the aged at least, we are not now making such adequate provision. 
Let me enumerate some of the specific kinds of housing difficulties these aged 
people face as a consequence of various kinds of clearance. 

1. As indicated, many of these aged people are living now in the deteriorated 
core of the city or in the next belt of middle-aged neighborhoods that are to be 
physically conserved. The homes in which they live are old, some of them al- 
ready dilapidated and some others on the way to dilapidation. Often these aged 
people can afford neither to move to better quarters nor to repair their present 
properties. They just don’t have enough money to do so. Indeed, conservation 
of many neighborhoods is seriously and basically inhibited by this financial de- 
ficiency of many residents, especially the aged. If we really want to conserve 
our middle-aged neighborhoods, we are going to have to find suitable means 
of helping these elderly people pay for improving their property. 

2. Many of these elderly people live in big houses that have many more rooms 
than they personally now need. They have only very meager incomes and they 
often feel compelled to violate the zoning ordinance to take in roomers and thus 
supplement their income. This helps them survive financially, but it is also re- 
sented by their neighbors who view such behavior as simple ordinance viola- 
tion and a further step in the direction of downgrading the neighborhood. 

3. Public housing which is a possible relocation spot for some of the displaced 
aged people is differently viewed by different categories of displacees. Some 
view it as a better place than they now have and as reasonably desirable; 
others, especially those who have been independent homeowners all their lives 
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view public housing as a completely unsatisfactory solution to their housing 
needs; for them it is a long status step downward; besides, they are wholly un- 
accustomed to project-type living. Were public housing more decentralized and 
scattered more widely throughout the community, then it might be viewed as a 
significant housing opportunity by a larger number of aged people. As it is, in 
Detroit public housing is such desired housing opportunity only for those aged 
people who have been relatively deprived. 

4. Elderly people as well as others displaced by expressway construction re- 
ceive no financial assistance to move to other housing accommodations; those 
displaced by urban renewal on the other hand are eligible to receive up to $200 
in such moving costs. At least for the aged displacees of expressway construc- 
tion, provision should be made in the Federal roadbuilding program for similar 
suitable moving costs. 

5. The aged displacees of either urban renewal or expressway construction 
usually live in houses which are in deteriorated or deteriorating condition. 
Though they receive a fair market price for their property that price is rarely 
sufficient to permit them to purchase another house without a sizable mortgage. 
Because of their age and lack of resources, they are often unable to secure such 
a mortgage. While the section 221 clause of the Urban Renewal Act is de 
signed to provide 100 percent mortgage insurance up to $9,000 or $10,000 with 
only a $200 downpayment, we find that after the required 60 days waiting period 
during which displacees have first option, nondisplacees often buy the property. 
Or we find that the aged person is unable to qualify for the extended mortgage 
since he cannot get the necessary cosigner. Both new and used housing must 
be made more readily available to the aged displacees as well as other displacees. 

6. While the ordinary problems of housing the aged in the urban community 
are many and difficult, the fact of racial segregation increases the problem for 
the Negro aged. For them segregation reduces the geographic area within 
which realistic housing opportunity of any kind exists. 

These are only some of the important housing problems confronting the aged 
of our urban communities. I have said little about those aged who have the 
financial means to provide for their own housing requirements, either in the 
city or in Florida or elsewhere; I have said nothing about the need for some- 
what specially designed housing of all sorts for the aged. I assume that any 
new housing built for the aged will incorporate all the latest architectural 
features that will make their lives safer and more convenient. 

All in all the answer to the problems of housing the aged can be summed up 
simply in these terms: Variety of structural types open to all people at a cost 
within the narrow financial limits the majority can afford to pay. This matter 
of ability to pay is essential even if it means providing governmentally sub- 
sidized housing or governmentally subsidizing the aged so that they can afford 
to choose their own housing wherever they wish. History will evaluate our 
society in part at least by the way we treat and house our aged; whether with 
neglect or indifference or with effective respect. Those of us who are to be 
our society’s next generation of aged can help influence history's judgment by 
our actions and decisions now. 


STATEMENT OF DR. MEL J. RAVITZ, CITY OF DETROIT PLAN COM- 
MISSION AND PROFESSOR, DEPARTMENT OF SOCIOLOGY, WAYNE 
STATE UNIVERSITY 


Dr. Ravirz. Thank you very much, Senator. I appreciate the op- 
portunity to be here today to speak the view of no agency, but to speak 
my own Views on this matter of housing and the aged. 

‘Although Iam affiliated with both the univ ersity and the city plan 
commission, I am not necessarily speaking their views. I think that 
may be apparent from some of my remarks. 

My statement is made from the vantage point of one who has been 
a sociologist and who for a number of years now has worked in the 
areas of urban renewal and housing. These remarks are confined to the 
area of housing and aging in our community. Although, certainly, 
as the other speakers today and yesterday, and probably tomorrow 
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will well indicate the aged have many more problems besides housing, 
I am not going to devote attention to them. 

I would like to stress that not all aging people have housing prob- 
lems. Rather I think it is clear that numerous categories of people, 
including many who are aged, do have problems of housing. 

Flowing from this point is a second one that must be understood : 
namely, that old people like all people who have housing problems 
want only, it seems to me, to be treated as well as, and neither better 
nor worse than other people. Essentially, I would say that aged 
people want to be understood and want to be appreciated and w ant to 
be dealt with as individuals. 

A final assumption I would make here is that our society has both 
the financial resources to permit it as well as the basic ethical values 
that Father Suedkamp was referring to, to require it to provide ade- 
quate and suitable housing for all of its aging citizens. 


HOUSING NEEDS OF THE AGED 


Applied to the sphere of housing, these three points suggest that our 
society, through its public or private means or both, and probably some 
combination of both will be the effective answer, that our society has 
an obligation to provide sufficient housing effectively available at a 
variety “of prices to meet the shelter needs of those of its aged mem- 
bers who have housing problems. This housing, incidentally, must be 
of many types. Father Suedkamp has referred to the campus type 
of housing. He has referred to the housing established by the various 

faiths and denominations. ‘These are some of the types, but there must 
be also free standing single homes, there must be multiple housing, a 
whole wide range of housing because there are some aged people who 
prefer each type of housing unit and I would assume from my vantage 
point that our society is not so poor that we have to sacrifice variety 
of housing for standardization and cheapness of construction. 

If this is true of our society, then this is one of the most horrible 
indictments of our society. 

A significant question is how shall this variety of housing be financed 
for either rental or purchase of developer. I think it is important to 
underscore that the great majority of aged people are living on tiny 
incomes of social security, old-age assistance or some small pension, 
and those relatively few aged persons who do have adequate income so 
they can move freely and with flexibility in the housing market, are 
really not my concern at the moment. They can, in the housing realm 
at least, shift effectively for themselves. But they represent in my 
view only a minority of the aged in our society. 

I think that one can’t probe further in this sphere of the aged 
and housing without recognizing that this majority of the financially 
limited aged people live in the great urban metropolitan centers. 

Approximately two-thirds to three-fourths of the people over 65 
in this three-county area, Wayne, Macomb and Oakland, are living in 
the central city of Detroit. Most, but not all of the one- -fourth to one- 
third who live outside the city of Detroit, are in fair to good economic 
circumstances. 

In other words, it is those who live in the central city of Detroit 
and in the central cities elsewhere in the country who are living on 
drastically restricted incomes. In a basic sense, then, the problem of 
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housing the majority of the aged is a big-city problem and has to be 
resolved in big-city terms. 

As to the idea that some have of shipping the aged over to the 
farms, this is 19th century thinking. 


IMPLICATIONS OF URBAN RENEWAL PROGRAMS 


One further point must be outlined to complete this picture and 
to add some greater urgency to the problem, namely that the urban 
renewal programs, federally assisted and locally assisted, slum clear- 
ance and neighborhood conservation programs, together with the ex- 
pressway construction program, are tearing down the very areas of 
the city where many of these elderly people are concentrated. While 
I for one, both ac ademically and in my actual everyday work with 
the Plan Commission, am heartily in favor of both urban renewal 
and at least some highway construction, we ought to understand fully 
the social and psychological consequence of these physical improve- 
ment programs and provide in advance adequately enough to meet 
these consequences, particularly for the aged. 

With respect to the aged, at least, we are not now making such 
adequate provision in my judgment. I want to touch on just a few 
specific kinds of problems. 

Many aged people are living now, as I have mentioned, in the de- 
teriorated core of the city or in the next middle-aged row of housing 
of our city. The homes in which they live are old. Some of them 
are already dilapidated, and some on the way to dilapidation. Often 
these aged people can afford neither to move to better quarters nor 
to repair their present properties. Indeed, conservation of our mid- 
dle-aged neighborhoods, as I see it every day, conservation of our 
middle-aged neighborhoods i is seriously and basically inhibited by this 
financial deficienc y of many residents, especially the aged, and if we 
have any expectation is regard to conserving our cities, then certainly 
one of the things we are going to have to find a w ay to do is to provide 
suitable financial means of helping these elderly people pay for im- 
proving their property. They want to do so but cannot do so. 

Many of these elderly people live in big houses that have many 
more rooms than they now need. They also have very meager incomes 
and they often feel compelled and are compelled to violate the zoning 
ordinance to take in roomers and thus supplement their incomes. This 
helps them to survive financially. 

On the other hand, it is also deeply resented by their neighbors 
who are not in the same financial fix and view such behavior as a 
simple ordinance violation and a further step in downgrading the 
neighborhood and thus we set up another community conflict of 
interest. 

Third, public housing which is a possible relocation spot for some 
of the displaced aged people, is differently viewed by different cate- 
gories of aged people. Not everybody w ants public housing, even if 
they can get it, as the answer. 

Some people view it as a better place than they now have and as 
reasonably desirable. Others, especially those who have been inde- 
pendent homeowners all their lives, view public housing in the most 
negative terms. They view it asa completely unsatisfactory solution 
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to their housing problem. They see it as about 10 status steps down. 

They are w holly unaccustomed to the kind of monstrous type housing 
we have managed to build in Detroit and other communities. Were 
public housing more decentralized, more widely scattered throughout 
the community, then it might be viewed as a significant housing op- 
portunity for a wider segment of aged people. 

One other point here is in regard to expressway clearance. I sup- 
pose it is no news to some that people, elderly or not, who are dis- 
placed by the expressway program are not eligible to receive the up to 

$200 in moving costs to assist them to move to another place. At 
aed for the aged it would seem to me, those who are displaced from 
expressways ought to be given some financial assistance for the sheer 
job of moving “from here to there. The aged displacees of either 
urban renewal or expressway construction also usually live in houses 
that are deteriorated and, though people who own these houses receive 
a fair market price for their property, that price in an inflated market 
is rarely sufficient to permit them to purchase another home without 
a ae mortgage. Because of their age and because of lack of 
resources they are often unable to procure “such a mortgage and while 
the section 221 clause of the Urban Renewal Act is designed to provide 
100 percent mortgage insurance up to $9,000 or $10, 000 with only a 
$200 downpayment, we find that very frequently after the 60- day 
required period of waiting, during which the displacees may move in, 
somehow or other, large numbers of nondisplacees manage to get these 
221 houses. 

Or, on the other hand, we find that the aged person is unable to 
qualify for the extended mortgage, since he can’t get the necessary 
cosigner, so here is a problem. 

And finally, among these problems, while the ordinary problems of 
housing the aged are many and difficult, the fact of racial segregation 
in our ‘community increases the problem for the Negro aged ; as Mr. 
Dancy said, 10 ,000 to 13,000 of the aged in the Detroit area are Negro. 
For them, segregation reduces the geographic area within which they 
can reasonably seek to find some possible housing opportunity. 

These factors are only some of the problems that relate to the aspects 
of housing the aged. It would seem to me that all in all I might 
summarize my remarks in one sentence. The answer to the problems 
of housing the aged can perhaps be summed up in these terms: variety 
of structural types, open to all people regardless of race, religion or 
other condition and at a cost within the rather narrow financial limits 
the majority can afford. This matter of ability to pay is essential 
even if it means providing governmentally subsidized housing or gov- 
ernmentally subsidizing the aged somewhat better than we are now 
doing so they can afford to choose their own housing wherever they 
wish. 

Thank you very much, Senator. 

Senator McNamara. Thank you very much, Dr. Ravitz. 

Now, there may be some questions between the members of the panel 
or some comment that the members want to make about the presenta- 
tion of the other members. Let us start with Monsignor Suedkamp. 

Do you have any questions or comments? 

Monsignor Suepkamp. Very definitely. Any one given night I 
have about 1,100 beds at my disposal to house the elderly. Perhaps 
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I represent the largest voluntary agency in the State of Michigan. 
In fact, I can say that I do. I have nine institutions under my care. 

Through them we thought we had the answer to this terrific prob- 
lem of housing the aged—when we bought the Hotel Detroiter. In 
the beginning ‘FHA money was not av ailable. In fact, the local office 
said to me very bluntly, “Father, we are not in the hotel business.” 
Things have changed considerably since then. We bought the hotel 
with our own money and since then have put a lot of money into it 
and I might say that it has not been the answer to settle the aged 
under a decent housing program. For this reason: the cost of running 
a hotel is so high we find that the cost per diem per head is so high 
that most ofthe : aged that we come across are of the lower income, and, 
as both Mr. Dancy and Dr. Ravitz have indicated, they are in the 
lower income bracket, can’t get in Carmel Hall, whether they are 
Protestant, colored or Cc atholic, because we have an open door policy 
for all. But I must admit I am still, and I put quotation marks around 
it, “stuck” with the beloved aged who are of the lower economic group 
whether they are Protestant or Catholic, colored or white. I cannot 
get them in Carmel Hall because it costs ‘too much. 

And I think, Mr. Dancy, this is one of the answers as to why you are 
not going to find too many of your people in Carmel Hall because 
they “cannot pay for it. Because, I assure you, there is nothing in 
policy or practice which prohibits their taking up residency in Car- 
mel Hall. 

I am quite concerned about it. But the old folks have not the dollar 
in their pockets. 

KUNDIG CENTER 


So asa result of this problem, we have hit upon another solution and 
it is known in the city as Kundig Center. I have worked very closely 
with Dr. Mel Ravitz as a member of the neighborhood redevelopment 
committee and this problem of displacement is really a serious one 
because I know now that down in our Holy Trinity Parish area a 
lot of aged people are going to be displaced by urban renewal and I 
don’t think anybody is making adequate provision for them. 

And, so as a result we have had to create something new, not buying 
a hotel; we have taken an old parish hall in an area that is destined 
for urban renewal in the future. 

Dr. Ravirz. Not for 20 years yet. 

Monsignor SvurepKamp. I think we will be there longer than that. 

We have tried to work into our old parish the principle of neighbor- 
hood conservation, we have literally moved 80 people, and all aged, 
into this parish and use our parish facilities for feeding these people 
three times a day and they waik back and forth from their dining 
room to their bedroom and the church facilities provide the living 
room. And this is where we get the term “campus residency pro- 
gram.” Not because of degrees or books or professors, but because of 
all human need being met ‘within a walking area. 


PROPOSED MOTEL UNIT FOR THE AGED 


I can see that some of the houses in our area will not last 20 years. 
They will last another 2 or 3 years and we should not put any money 
into them. This is what I want to do. I have come up with a blue- 
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print and some architectural drawings. I want to tear out the rotten 
areas, lot by lot as we go along, and superimpose on this lot a good— 
Iam going to use the term “motel unit.” 

I have some fancy pictures here and I have all the diagrams here. 
Each unit would give an aged person a room of his own, which would 
be a combination of a sleeping room and living room, plus their own 
private bath and each unit would house seven people. They would 
live in a semiprotected environment, because they could walk to the 
church facilities for their meals. The people I am coming in contact 
with can’t cook or shop by themselves and, furthermore, I don’t be- 
lieve they should eat by themselves. This is the one thing I have 
against meals on wheels because it isolates the old people. I think 
eating is a social function and they should eat together. I know 
there are occasions when they must eat by themselves and that is all 
right and then we can get meals tothem. I have meals on feet. 

Thank you. 

Senator McNamara. Thank you very much, Monsignor, and while 
you are at the mike, will you comment briefly on your very fine 
work at the Kundig Center ? 

Monsignor SvepKamp. In essence, that is my program, St. John’s 
Parish, which is the parish unit there, I do not like to refer to it 
specifically as a Catholic unit, because we take all regardless of faith 
or color and so, we call it Kundig Center. 

We have been in business for about 6 years. We have 80 resi- 
dents living outside of an institution, integrated in a neighborhood, 
but in a semiprotected environment. They have been rehabilitated in 
our country home, and then return to us to live in the community. 

Officials say, “Some of these people can get out of our 300-bed dormi- 
tory if we have a place to put them.” And so we take them from 
Wayne County Infirmary after they are rehabilitated, after a stroke, 
ete., and they move back into the community and live in our semi- 
protected environment on the campus. 

Senator McNamara. Thank you very much, Monsignor. 

Dr. Ravitz, do you think the housing conservation problems of the 
aged should be the responsibility, primarily of the State, Federal, 
or local government ? 

Dr. Ravrrz. I don’t care where they get the money. It has to come 
from the source that can afford it and at the moment the city of Detroit 
cannot afford it and at the moment we wonder if the State of Michigan 
can afford our salaries next month, so at the moment, it seems to me 
it has to come from the Federal Government, if at all. 

Senator McNamara. You have heard about this budget limitation 
at the Federal level; have you not ? 

Dr. Ravrrz. Yes, sir; I have. However, it is more remote from me 
at the moment. 

Monsignor SuepKAmp. I am going to talk from the experience of 
Carmel Hall. We have an FHA mortgage there at 634 percent in- 
terest. If Carmel Hall were mortgaged today the interest would be 
734 percent, including all the costs of getting a mortgage. 

Senator McNamara. Seven and three-quarters percent interest? 
That is murder. 

Monsignor SuepKamp. If in building this motel unit that I am 
talking about, we have to turn to the Government, and I would 
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like to be able to turn to the Government here, and if we have to 
do it at that kind of interest, we will have to charge these exorbitant 
prices. I think the solution is a direct lending program from the 
Federal Government, similar to one used in the college dormitory 
program. The Government would subsidize the interest rate for a 
nonprofit organization. 

Dr. Ravrrz. May I comment further on that ? 

Senator McNamara. Yes, but let me say that I am certainly aston- 
ished at this rate of interest. Is this under an FHA arrangement? 

Monsignor Surpkimp. Yes; we have a $4 million mortgage on it. 

Senator McNamara. When was this negotiated—what year? 

Monsignor SuepKAmp. Federal housing will insure up to 100 per- 
cent of a loan. This just means that the people are able to borrow 
more money. It does not solve the low cost housing problems. The 
debt service charge is so high that if a nonprofit organization was to 
borrow money to build housing for the aged they avould have to charge 
exorbitant costs to live in the newly created facility. Why. First 
to pay off the interest 614 percent; second, amortization expenses 2 
percent ; and, third, the F HA insurance companies 14 percent; pres- 
ently, the debt service charge alone is 734 percent per $1,000 for each 
year on the unpaid balance. I will give you this when I leave. 

Senator McNarama. We would like to have that and, incidentally, 
the rest of these exhibits that you have attached to your statement will 
be made part of the record at this point. 

(Exhibits referred to follow :) 


Exursir I 
[Reprinted from the Journal of the Michigan State Medical Society, September 1959] 
KUNDIG CENTER, A FRESH APPROACH 
(By Rev. W. F. Suedkamp, Detroit, Mich.) 


Kundig Center was opened in 1954 as a day-care center for old folks. It was 
thought they needed a place where they could meet people of their own genera- 
tion and pass hours of leisure time over the card table and a teacup. Much of 
the inspiration stemmed from a Robert Montgomery TV show entitled, “Such 
a Busy Day Tomorrow.” This show portrayed the lonely life of a widower in 
a big city. The man, neglected by his own son, was living alone in a downtown 
area, eating his meals in a restaurant and watching “the rest of the world go 
by.” He was sad and depressed. Then he was invited to an activities center 
and life took on a new meaning. Psychologically there was a rebirth and the 
lonely old man found real happiness in his heretofore lonely, miserable existence. 

I wanted Kundig Center to perform just such a function. I used an old 
building in a neighborhood of old houses and old folks near downtown Detroit. 
In the beginning I opened each afternoon of the week. We had phenomenal 
growth and soon had more people than we could accommodate. In my mind, 
this pointed out the real need for such a place. As we grew, I observed that 
these old folks had all kinds of social problems. Originally Kundig Center was 
to be a leisure-time program offering counseling services. When the old folks 
came to play, however, they brought all of their problems with them. 

I was determined to find the right kind of director for my program—one who 
would listen to their problems and then solve them in a practical way—one who 
would have a real sense of humor and enduring patience. John McCuish filled 
the requirements completely. 

HOUSING 


One of the most common problems was that of inadequate housing for a group 
of people who had about $75 a month for both food and shelter. 

Since carfare and transportation were real difficulties and since the old folks 
enjoyed our activities program, it was only natural that we turned to our im- 
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mediate neighborhood to solve the housing problem. We were well aware of 
the institutions available in the community. In fact, it was during this evolu- 
tion of our program that Carmel Hall came into being. Our neighborhood had 
many clean and decent rooms within walking distance of Kundig Center. The 
neighborhood is made up largely of big, old houses occupied by widows or older 
couples whose children have moved to the suburbs. These people do not want 
to move out of their old surroundings and can use the supplemented income to 
conserve their property. These folks appreciated working with a social agency 
in locating the proper pensioners to be their roomers. So we began, literally, 
with one “campus” dweller—Jerry Casey—and today we have 70 persons on 
“campus.” 
DIET 


The landladies were not interested in boarding our residents. To solve this 
problem we hired a cook to prepare three meals a day to be served in our cen- 
tralized dining room. We served plain, wholesome food and all of it they could 
eat. Only later it dawned on us that we could control eating habits and we be- 
gan to hear more about diet and nutrition of the older person. We became inter- 
ested and learned much from the volunteer advice of a dietitian from Grace 
Hospital. We felt that many of the men and women who turned to us for 
housing and food were undernourished or at least poorly fed. They had been 
trying to cook for themselves when they were not able or they would get an 
occasional meal in a cheap restaurant. So far the campus has a centralized 
activities building, a dining room and 70 rented bedrooms within a radius of 
four city blocks. 

MEDICAL CARE 


We next undertook the serious problem of medical care or health service. All 
of our clients are medically indigent. Since we were keeping our ambulatory 
residents integrated in a neighborhood, we turned to the already existing medical 
facilities in the community, such as the out-patient departments of nearby hospi- 
tals. My counselor has an excellent knowledge of medical resources which exist 
for those who can pay but little, if anything. Through the trial-and-error method 
of development, we finally hit upon the services of the Council of Catholic Nurses. 
We requested them to have a nurse call once a week and make her services 
available to 70 persons in one neighborhood stop. We now have Dr. Robert 
McKnight, on a voluntary basis, to supervise whatever medical or health service 
we give. This is not a clinic. It might be called a campus medicine chest where 
a sickly person may go to receive proper referral, the early detection of disease 
and treatment of the everyday aches and pains. Our doctor visits us biweekly 
and supervises the entire part of our medical program. When Dr. McKnight is 
not on campus, the nurse or my counselor may consult him by phone. We now 
have a medical record on every campus resident. Since only ambulatory clients 
are cared for on campus, our program will never give full medical care to the 
resident. At least we are putting these indigent old people in touch with some 
medical care. We also have taken steps toward a positive approach through talks 
on health, diet and safety. 

OTHER PROBLEMS 


This paper will not permit me to go into all of the social problems encountered 
since Kundig Center opened its doors as an activities recreation center with a 
full-time counselor. I must mention, however, such other problems as lack of 
proper clothing, family problems, legal difficulties, lack of finances and need for 
someone to bury them. We have practical solutions for these. 

Throughout this article I have used the word “campus.” I have done so pur- 
posely because I believe it is a fresh approach, a new concept in caring for the 
aged. Since it isa brand new idea. I looked around for a word that would ade- 
quately convey my meaning. I have chosen the term “campus” because it con- 
notes something very positive in most of our minds. A campus is a place to 
which we move where we satisfy all of our human needs within walking distance. 
In a comparatively small walking area we find ourselves properly housed, fed, 
and in touch with a doctor and nurse. We have a counselor available for ad- 
vice. We find ourselves getting enough exercise because we walk outside in the 
fresh air in carrying out our routine of everyday living. We live in a semi- 
protected environment. We are independent and yet not alone. On a campus we 
learn new things; we meet and enjoy new friends, there we find security. This 
is my campus residency program for senior citizens offered by Kundig Center. 
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{From the American Journal of Nursing, December 1958] 
ExuibBit II.—Campus LIVING FOR THE AGING 


At the Kundig Center in Detroit, elderly persons can continue to live an inde- 
pendent existence and still avail themselves of the protective services and 
facilities usually found only in institutional life. 


(By Ruth Edison Owen, Thelma Malone, Shirley O’Connell)* 


Kundig Center was a traditional kind of social service agency for the aged 
until a man with vision and the power to make things happen transformed it 
into an unusual institution. At the start, it was a center providing a housing 
registry, job conseling, and recreation for the aged. But change came after 
the Reverend Wilbur Suedkamp, secretary of Catholic Charities of the archdio- 
cese of Detroit, visited many aged persons in their homes. 

“You have no idea,” he reported, “of the dirt and misery, the poor diet, and 
utter neglect of elementary health measures that I found among retired people 
trying to live by themselves. They wanted to be independent, they dreaded the 
restraints of an institution, they had no wish to impose themselves on their 
children, even if they might, but they did not know how to manage.” * 

How can these needs be met? How can a community give the aged the advan- 
tages of institutional living—good meals, health supervision, recreation and social 
life with their own age group—without the disadvantages of lost independence? 
Kundig Center became Father Suedkamp’s uttempt to find an answer. With a 
plan for campus-type residency, the center gives the elderly residents of all 
creeds and races as much independence as they can manage and as much pro- 
tection as they need. 

The campus residency paln means that the residents are helped to find suit- 
able rooms with families who live within walking distance of the center. These 
rooms become their own “homes”; and they can then spend their days at the 
center, which provides their meals, recreation, and a form of family life. 

In addition to the usual recreational activities, the center provides excellent 
adult education and crafts programs, and the beginnings of a work program. 

Many of the 54 residents can no longer maintain themselves alone in the com- 
munity and many do not want to try. For most of them, the responsibilities 
of keeping a home are too great. Many have no families; and, at the present 
time, all the residents except one couple are widowed or single. 

Nearly all of them live on a minimum income from old-age assistance or social 
security. The elderly residents have in common feelings of loneliness and— 
even more tragic—the feeling of not being needed in a busy world. 

There was old Mr. Franklin, childless and a widower, living mainly on tea 
and bread in his dollar-a-day hotel room. And there was Mrs. Marshall, who 
boarded now with one family, now with another. No one could listen indefinitely 
to her litany of woe that grew out of her friendlessness. With her endless talk, 
she harrassed anyone she could corner. When she moved to a new neighborhood, 
even the supermarket managers learned within a couple of weeks to slip out 
the back when she shuffled in the front door. Until she came to Kundig Center, 
no one had listened to her for years. 





BEGINNING OF THE HEALTH PROGRAM 


Once the campus residency plan had taken shape, the administrative director 
realized that he needed professional help with some of the health problems of 
the residents. He discussed such problems as personal hygiene standards and 
general health counseling with the district supervisor of the Visiting Nurse 
Association of Detroit, who planned with him for a public health nurse to visit 
the center an hour every week. Since then, the time has been increased to two 
hours weekly. 

A number of planning conferences were held with the administrative staff of 
the center to formulate the nursing service program. The executive director of 





1Mrs. Owen (B.S.N., University of Michigan: M.A., Columbia University) is, like her 
coauthors, an employee of the Detroit Visiting Nurse Association, which provides nursing 
and nutrition service at the Kundig Center. She is the supervisor of nursing in a district 
office. Mrs. Malone (B.S.N., Wayne State University College of Nursing) was a staff nurse 
there at the time this article was written. Miss 0’Connell (B.S., University of Massa- 
chusetts; M.P.H., University of Michigan) is a public health nutritionist. 

2 Detroit’s Kundig Center develops a ‘campus residency plan.” “Aging” (U.S, Depart- 
ment of Health, Education, and Welfare), July 1957, p. 1. 
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the Detroit Visiting Nurse Association, the medical consultant of the United 
Community Services of Detroit, and the planning director of the Services to 
the Aging of the United Community Services acted as consultants to help develop 
long-range plans. 

The consultants pointed out that the national trend is to tie new services 
with existing community health facilities. They advised a multiple screening 
program to detect the presence of chronic disease. The administrators of the 
center and the visiting nurse association decided to follow a pattern of part- 
time service similar to the visiting nurse association’s industrial nursing pro- 
gram. 

A physician acts as the volunteer medical consultant for the center, usually 
making at least two visits a month. When the residents need medical care, 
the center sends them to Providence Hospital, which receives United Commu- 
nity Services’ support. 

The public health nurse helps residents make their first appointment with 
the clinic at Providence Hospital, but after that, the residents usually take the 
responsibility for making their own appointments. However, if patents have 
difficulty using public transportation, the center provides transportation to the 
clinic. 

Guiding principles and procedures were drawn up by the volunteer physician 
to provide the public health nurse with medical guidance for treating minor 
illnesses and emergencies. The American Red Cross first aid manual is avail- 
able. The nurse has taught staff personnel how to follow the guiding proce- 
dures in the absence of professional personnel. 

One room at the center has been set aside as the clinic, where minor illnesses 
and injuries are treated, and the center has equipped the room through dona- 
tions. The first aid equipment and medications are kept in a medicine cabinet 
on which the guiding procedures are conspicuously taped. This room is head- 
quarters for the nurse on her regular visits, although her work takes her any- 
where in the building. 

HOW THE NURSE WORKS 


The nurse seeks out each new person soon after his admission. An interview 
helps her get acquainted with the resident, and the resident begins to learn 
that the nurse is interested in his health problems. As they talk informally, 
the nurse asks enough questions to learn what illnesses and what kind of medi- 
eal supervision he has had in the past. She also looks for signs of illness and 
defects. 

As a chest X-ray is the next step in the multiphasic screening program, the 
nurse discusses this with the newcomer before referring him to a department 
of health X-ray unit. She lets him know, too, that the department of health 
comes to the center yearly to X-ray everyone—residents and staff. X-ray 
reports come to her and to the physician. 

If the nurse learns that the resident has had no recent medical examination, 
she plans with the consulting physician for a preliminary examination which 
includes an examination of the heart, lungs, and abdomen. The results are 
recorded on a medical form which was set up by the physician and the nurse. 

If the new patient has been under médical care, he is strongly urged to keep 
the same medical supervision. If he cannot afford a private physician or is 
physically unable to get to the physician’s office, he is referred to Providence 
Hospital. Residents with special needs, such as glasses and dentures, are re- 
ferred to the specialized city clinics, since this service is not available at Provi- 
dence Hospital. The nurse requests a report on the individual’s condition and 
the medical recommendations. 

A two-way referral system has greatly improved the quality of nursing service. 
The Greater Detroit continuing patient care form, already in use in many 
health agencies in Detroit, is used to coordinate health services. The public 
health nurse sends two copies to the clinic or private physician and one copy 
is returned to her with medical orders. If diet instructions are written on 
the referral, for example, the nurse interprets them to both the cook and the 
resident. 

Sometimes she reviews anticipated procedures with the patient to reduce his 
fear and clear up misunderstandings. She may help him get necessary equip- 
ment. When it is indicated, she also teaches patients personal hygiene meas- 
ures, how to give themselves insulin injections, and better understanding of 
their disease. Whenever possible, she teaches basic nutrition and its importance 
for good health. 
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Occasionally, a resident is ill in his room and the nurse sees him there, rather 
than at the center. There are two plans for emergency medical care. If their 
condition permits, patients go by car to the emergency room at Prvidence Hos- 
pital; and if their condition requires ambulance transportation, they are cared 
for by the city physician at home or in the city hospital. 


THE PROBLEM OF HEALTH COUNSELING 


In this program, much of the nurse’s time is spent in health counseling. 
Counseling in a geriatric setting is different from counseling in other specialized 
areas, such as occupational health nursing. In an industry, a patient feels 
pressure to keep the conference time to a minimum. The demands of his work 
or his fear that his colleagues will ridicule a long visit with the nurse make him 
get to the point without much delay. 

But the older retired person feels he has all the time in the world to visit 
with the nurse, and his interests are often self-centered. Many individuals are 
preoccupied with their health. It takes encouragement to interest them in the 
activity programs at the center. 


DISCIPLINED LISTENING 


Therefore, disciplined listening is paramount in the nurse’s approach to these 
old folks, who do not have a sense of time. They wander on and on about all 
their ills, especially their constipation and indigestin, as long as anyone will 
listen. It would be easy for the nurse to let one patient monopolize all of her 
attention during her hour at the center. It takes real skill in ending a confer- 
ence to prevent this situation and at the same time avoid making patients feel 
they are cut off. 

We have found—as studies have substantiated—that many older persons are 
not really interested in positive health. Often they do not see the need for 
treatment of such defects as failing eyesight or cardiac conditions. When the 
defect becomes a serious hindrance, they may follow suggestions. Meanwhile, 
the nurse works with them in the hope of improving their health. 

Residents are encouraged to see the nurse when new health problems arise. 
As they come to her, she listens with sympathy to their complaints about their 
digstion and their aches. She needs excellent professional judgment to evalu- 
ate the complaints and determine whether the source of difficulty is such that 
she should make a referral to the doctor. 

After she refers a patient to the doctor, she visits with the patient to be 
eertnzin he understands his instructions from the clinic. All service to the 
residents is noted on the regular visiting nurse association morbidity records. 

Occasionally, the resident has difficulty in adjusting to living in a house with 
other persons, to eating someone else’s cooking, or to unsatisfactory interper- 
sonal relationships in the center. The nurse listens and refers him to staff 
personnel, when the problem needs their understanding. 

One of the public health nutritionists from the visiting nurse association serves 
as a consultant to the nurse and the center staff regarding special dietary prob- 
lems of the residents. She also instructs patients directly when necessary. She 
discusses modified diets with the cook, making suggestions about long-term meal 
planning, food buying, and the requirements for an adequate diet. The cook 
values this assistance and now asks for help with problems as the arise. 

Many of these old folks have no teeth, have poorly fitting dentures, or have 
poor dental hygiene. The nurse tries to interest these persons in having their 
defects corrected, instructs them in good mouth care, and helps them maintain 
adequate diets. 

Poor eating patterns of the aged have been a constant problem for all con- 
cerned—nurse, residents, cooks, and consultants. The nurse listens to com- 
plaints and tries to find ways to help the unhappy person accept group eating 
and to see why an adequate diet is important. 

Sometimes a patient's health problem upsets the entire center. Mrs. Johnson 
had had well-controlled diabetes for years, but she had not been at the center 
long when she came to the nurse complaining of failing vision. 

The nurse referred her to the clinic for a medical checkup, which revealed 
that her blood sugar level was dangerously high. The clinic asked the visiting 
nurse association to give diet instruction and ordered more insulin. The nurse 
and patient discussed the new orders until the nurse felt Mrs. Johnson under- 
stood them. 
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However, the next clinic report revealed that her blood sugar level was still 
abnormally high. Again, the nurse discussed the problems with Mrs. Johnson 
who said, “I can’t get the right foods to eat. The cook won’t give me what I 
should have.” When the nurse reviewed the menus, she could see that occasion- 
ally the vegetables and fruits were limited, but it become increasingly clear to 
her that Mrs. Johnson demanded special foods when she could have followed her 
diet with the meals the cook served. 

Staff tensions had developed, and the nurse was in the best position to ease 
them. She discussed the dietary problems with the cook, who felt she “didn’t 
have any time to prepare special foods for Mrs. Johnson. Besides, other resi- 
dents complained when special privileges were given.” The nutritionist re- 
viewed with the cook the principles of diabetic diets and helped her to under- 
stand how they might be cooked in the same pots as the regular meals she cooked. 

The director even considered refusing admittance to any more diabetics, as 
he felt the facilities were too limited for special dietary considerations. The 
nurse and the nutritionist sat down with him to discuss diabetes—its treatment 
and the basic principle that diabetics can follow a diabetic regimen in any setting 
where well-balanced meals are served. The director and staff came to see that 
diabetes was not too much of a problem for them to cope with. 

The nurse helped the staff understand that Mrs. Johnson’s behavior was part 
of her problem in adjusting to group living. Mrs. Johnson never totally accepted 
her disease and continued at times to eat rich foods. But the nurse continued 
to listen to her, and gradually her complaints decreased. 

To work and to plan with the staff are important in sound health teaching. 
The nurse meets wtih the staff and the doctor to discuss various aspects of the 
health program such as maintaining department of health standards for sanita- 
tion facilities, dishwashing, food preparation, and food handlers’ examinations. 
She has also tried to help the staff understand some of the needs of residents 
which arise from the infirmities of advancing years. 

Kundig Center is an example of an interdisciplinary effort to ease the problems 
of the growing number of aging persons in our urban communities. This kind 
of setting can be truly therapeutic if the residents need a semiprotective environ- 
ment. We believe each individual, before admission, should be evaluated to see 
if this type of setting meets his needs. Ideally, this total evaluation should in- 
clude an appraisal of the prospective resident’s physical, social, and emotional 
health. Certainly this kind of institution holds promise for the future. 





[Reprinted from the Michigan Catholic, Nov. 14, 1957] 
Exursit I1I.—Detrotr’s Seniors StoRE—EXCLUSIVE ITEMS? Try THIS SHOP 
(By Edward A. McDonnell) 


Something new has appeared on the scene in Detroit’s retail merchandising 
picture—our Senior Citizens Arts & Crafts shop at 6519 14th Street. 

Something unique, too—in the literal sense of that word—no other enterprise 
here is quite the same, or has the same purpose. 

That purpose? It is, in the terse words of the Kundig Kronicle, newspaper 
of the shop’s sponsor, the Kundig Center, “a nonprofit retail sales outlet for 
handicraft products made by senior citizens of southeastern Michigan.” 

How does it achieve that purpose? 

Well, it offers seekers of the useful or the unusual hundreds of items that 
can’t be had anywhere else—handmade, one-of-a-kind articles made by retired 
men and women with skill and with pride in what they produce. They get the 
profit of their productive talents, extra income to piece out their pensions and 
retirement pay, but, most of all, the satisfaction that comes from a sense of 
achievement in their “harvest years.” 

If you like Indian art, say for your rumpus room or den, there are threescore 
heroic portraits of braves painted by Charles Willim. If you like other art 
obiects, there are nostalgic Dutch countryside landseapes by J. William Gold- 
koop; * * * vases and compotes and Madonnas and other ceramic figurines, 
delicate and beautiful. iust the things for wedding gifts * * * or nractieal, 
exquisite needlework and knitwear garments and decorative fabrics. * * * May- 
be you're going to take a potted plant to a friend you’re visiting in Providence 
Hosnital, across 14th St. * * * Just drop in at 6519 14th and pick out a beautiful 
African violet clump nurtured by a retired couple with a “green thumb.” 
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Just about anything you want is there; drop in and browse around. Store 
Manager Robert F. Bampton or one of his senior salesmen or saleswomen will 
find something for you. 

Mr. Bampton is a veteran who in his time has sold merchandise all around the 
Nation * * * at Lord & Taylor’s and B. Altman’s in New York, at J. L. Hudson's 
here. 

Retired the last 3 years, Bob is back in “business” for his health’s sake. 

“Retirement is OK if one can keep busy and active,” he says. “Inactive 
retirement is what you might call ‘burial in the first degree.’ That’s not for 
me; this is.” 

Another senior salesman there is Wilbur F. Kilfoyle, a retired Pennsylvania 
Railroad conductor. “I want to keep active, too,” he agreed with Bob. “But 
there are too few opportunities these days. What we older folk need is the 
chance to do things that we can. This is my chance to keep my hand in.” 

Mr. Bampton’s staff will include a score of other retired men and women, 
mostly members of Kundig Center. They'll be on the job from 10 to 4:30 p.m. 
Mondays through Fridays. 

Helping them out with the heavy work of “policing” and maintaining the 
premises are volunteers from the University of Detroit’s downtown campus 
Dowling Club. They come in Saturdays to keep the shop shipshape. 

The Senior Shop is the newest thing in geriatrics, the brandnew science of 
helping our “golden years” men and women to use their leisure with interest and 
profit to themselves and to their community. It is a concrete answer to sugges- 
tions and requests put forth at four senior arts and crafts exhibitions for some 
year-around place to sell the seniors’ output. 

The initiative was taken by the Kundig Center and the Father Martin Kundig 
Guild, originators of the arts and crafts show. They underwrote the rent for 
the store and recruited its sales force. 

Operations are financed by sales profits and by dues paid by members of the 
Father Martin Kundig Guild. Eighty percent of gross receipts from sales go 
to the makers of the articles. 

The siles center is right up to the minute. It has adequate customer parking 
facilities in the rear. Everyone in the metropolitan area is invited to drop 
around and to “browse” and to buy. 


Exurisit IV.—SeEniork CiT1zENs’ STORE Moves TO NEw LOCATION 


Youthful ideas properly belong among the young—even if they emanate from 
some not-so-young sources. 

The new senior citizens arts and crafts shop, repository of the skills and 
ingenious handiwork of some 259 elderly and retired persons, had moved to a 
“young” site—directly across from the McNichols campus of the University of 
Detroit, on the northwest corner of McNichols and Livernois. 

The shop, sponsored by the Kundig Guild, opened its doors in its new location 
with parking facilities available. 

Employees and a staff of volunteers work continually to display and sell the 
skillful work of elder artists. 

One wall of the store has been turned into a “gallery,” with dozens of paint- 
ings—oils, water colors, graphite, tempera and etchings—hung to catch the full 
effect of the light in the new quarters. Among the paintings are several prize- 
winners from the annual Historical Museum Arts and Crafts exhibit. Prominent 
among the art display is a series painted by an 82-year-old man, showing the 
tribal and ceremonial dress of various U.S. Indians. Others depict seascapes and 
landscapes, reproductions of world-renowned art works and all types of still lifes. 

Counters and tables are filled with colorful afghans and cushions, potholders 
and aprons, delicate lace table and luncheon sets, antimacassars of all sizes. 

Tables in the store’s center and cabinets around the walls show of ceramics, 
jewelry, handmade rosaries, carvings, and mosaic works. 

More than 6,400 items have been submitted for sale since the first senior citi- 
zens store opened in 1957, Mr. MeCuish reports. 

“The idea is to encourage purposeful pursuits among the retired,” he said, 
“and at the same time help them supplement their income from pensions. The 
articles are taken on consignment and when they are sold the senior citizen 
receives 80 percent of the sale price. The other 20 percent is kept by the store 
to help pay for papers, stamps, and other operating costs. With your donation 
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we hope that this nonprofit enterprise will help the senior citizen to occupy 
himself and enable him to supplement his income. 

The new senior citizens’ shop is open Monday through Saturday from 10 a.m. 
to 5 p.m. Its staff invites the public to visit, browse and buy. Phone DI 1-3877. 

Dr. Ravrrz. Not only do we need to reduce the interest, particularly 
for construction for the aged, but as I understand it, Father, for some 
time you have been absorbing a deficit just in taking care of these 
people. They come to you with $60 a month, $70 a month, $80 a 
month, not enough for you to meet basic needs even on a mass basis. 

Senator McNamara. Dr. Ravitz, you mentioned urban renewal, the 
urban renewal program, in your remarks. 

Dr. Ravirz. Yes, sir. 

Senator McNamara. Is not this high interest, almost a black mar- 
ket in money situation, somewhat responsible for the fact that the peo- 
ple we are most concerned with here today cannot live in the newly 
created units in this urban renewal program because of the high 
rents ¢ 

Dr. Ravrrz. The answer to the question is obviously “Yes.” We 
need only take a look at the new construction here in Detroit the La- 
fayette Plaisance, the River House, these are accommodations that are 
for those persons, aged and nonaged, alike, who have the financial 
wherewithall to live in them, but the bulk of our aged population, as 
you know better than all of us, are the people who are living on these 
very meager pensions, social security, old-age assistance. It seems 
to me that the answer must be not only in the lowering of interest 
rates, but in the upping of the amounts for social security, for old-age 
assistance; I suppose, in time, we will find that the pension funds 
which are beginning to mature will pay more to the people, maybe to 
my generation. 

Somebody commented yesterday that he grew aged 10 years too soon. 
Maybe if we are lucky, those of us who are going to become aged, let 
us say in 30 years, will have a better deal than the people w vho are 
aged today, but there is a problem now and a long-range one, as well. 

Senator McNamara. I think that is quite an optimistic look into the 
future, because 30 years ago, we did not have the problems we have 
today and we did not foresee them. We do not know that in that 30- 
year period you will be secure. I hope you will. 

Dr. Ravrrz. This is the optimism of youth. 

Monsignor SurepKamp. I teach a class of social gerontology at the 
university. Out of a class of 35, 34 are covered by social security where 
in the present generation we are meeting in our counseling service only 
half are covered by social security and those that are covered by social 
security get two checks, one part social security and one part old-age 
assistance, neither of which added together is enough. 


INCREASE IN OLD AGE BENEFITS 


Senator McNamara. You gentlemen, from these remarks, have 
raised a question. How much do you think social security payments 
2A old-age assistance payments should be increased to meet the 
present needs, recognizing that there are not limitless horizons, as 
we all know ? 

Go ahead. John. 
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Mr. Dancy. I would like to take a crack at that for one reason: 
I am already eligible for social security, so as much as it can be 
arr anged, I would say 100 percent as far as I am concerned, in order 
to make it possible for one to live dec ently from here on out. I have 
already gotten to that time in years, the golden years, so-called. This 
much is certain, I am convinced that it should be raised because even 
the people who are certainly worse off than I will need it. 

People come to us at our office every day, complain that they have 
this social security, but it isn’t adequi ite for them to subsist on. An- 
other thing about this in conneetion with this housing, that is a 
problem that I have been dealing with in Detroit for the past 40 
years. And it does not seem to improve any. And for these aged 
people, they are going to be—for these aged people, it is going to be 
doubly hard for them. 

One thing that has grown out of this meeting and T am so happy 
that you did call this meeting, because I think it is very, very impor- 
tant and I do not think we have paid enough attention to it, except 
in the ae st 4 or 5 years, prior to that time nobody thought of geriatrics 
or paid any attention to oldage. These people were getting older, but 
nobody was representing their cause for them and I am happy, too, 
that Monsignor Suedkamp has said what he has concerning Carmel 
Hall and the other institutions that he operates. 

That gives me some hope that somebody is thinking in terms of 
all people when we make these considerations. Too often, and that 
is one of the reasons why I would like to congratulate you on calling 
this meeting, too often it happens that in setting up these equations 
this matter of color, this matter of race never enters into it. They 
are thinking in terms only of whites in most of these instances, not 
only in Detroit but every place else. 

I am very happy that you have had this experience here with the 
people so that this thing is mulled over, is talked about and people 
have some appreciation of some of the problems that these people 
have. 

As I said, just in the little time that we have been here, I have high 
hopes that something really worthwhile is going to grow out of this. 
At least, I know, because it has been said here, T know that somebody 
is giving consideration to all peoples and not just some of the people. 

Senator McNaaara. Thank you very much. You can be sure that 
that is true. 

Isthere any further comment or question ? 

Dr. Ravrrz. Yes, Senator, I would be foolhardy, I think, to put in 
dollar-and-cent terms what I think the social security income should 
be pegged at. 

On the other hand, I want to make this general comment, that all 
to frequently with such programs, whether they are social ‘security, 
aid to dependent children, welfare or whatever, we tend to think in 
terms of just the bare minimum of human survival and then we cut 
that 10 percent; this, it seems to me, is the major error in philosophy. 
I would certainly not indicate it in terms of my lack of expertness, 
but I think there are people in this community, in every community, 
who can tell what is a fair and adequate living standard that is above 
this bare sustenance level. 

Senator McNamara. Do you accept the figures that are generally 
put out from year to year by the Federal Government that establishes 
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a figure that is accepted generally as the minimum American standard 
of living? It is $2,300 per couple, at any time. 

Dr. Ravirz. I would doubt very much that $2,300 is enough to pro- 
vide most couples with enough to live on in a reasonably comfortable 
fashion. This is just a snap judgment. 

Senator McNamara. It is a little play on words. Their statement 
is that this is the minimum. And you say a reasonable standard. 

Dr. Ravirz. My contention is they figure the minimum and some- 
how cut it or did not take into consideration the inflation that super- 
sedes or goes faster than the figures, 

Senator McNamara. Any further comments, gentlemen ? 

Thank you very much, gentlemen, you have made great contribu- 
tions to our record. 

Senator McNamara. Now, we come to a rather interesting phase of 
our hearings, where we ask the people to come up to the mike and state 
their views. Mr. McClure is over here and he will give each one who 
is to come up to the mike, or indicates that they want to, a slip with a 
number on it, starting with one, two, and three and so forth, and we 
hope you will follow this procedure. 

If anybody has a statement, if he will just hand it in to Mr. McClure, 
we will include it in full in our record. We will ask everybody to limit 
himself to 3 minutes, so there will not be too many people who will 
not get an opportunity to express their views. 

All right. Who is first? Will you step right up, madam, and state 
your name, or not, as you please. 

Miss JeszKa. I am Frances Jeszka, a senior citizen, and I am speak- 
ing as a representative of the Federation of Senior Citizen Clubs of 
Toledo. The federation represents 2,800 senior citizen club members 
in Toledo. The purpose of the federation is an opportunity for older 
people to share, grow, and to have pleasure as well as an opportunity 
to render service to the cooperating senior citizen autonomous groups 
of Metrolopitan Toledo. It is a means by which local groups can share 
and cooperate in a united effort for the benefit of all senior citizens. 
It also serves as a bureau of information of the activities of senior citi- 
zens club groups. 

When we received word that Senator Pat McNamara’s subcommit- 
tee would meet in Detroit and actually hear reports from senior citizens 
themselves, we felt we should make a definite effort to find fresh and 
accurate material to present to the Senator. 

The Federation of Senior Citizen Clubs undertook to prepare ques- 
tionnaires in the area of housing, health, transportation, income, em- 
ployment, and recreation. We also included questions pertaining only 
to local problems. 

Accordingly, 900 questionnaires containing 73 questions were pre- 
pared and distributed to all the senior citizen clubs throughout the 
city. An immediate interest developed in the questionnaire not only 
among senior citizens, but other organizations as well. The high rate 
of return of the questionnaires—618 returned—tends to indicate the 
validity of the survey and the interest. of the senior citizens in partici- 
pating in these hearings. Their main interest is that the Senate act 
upon the findings from these hearings. 

We will present general information as to our findings from the pres- 
ent returns of the | questionnaires. Our findings will cover areas of 
housing, employment, health, transportation, income, and recreation. 
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Relative to housing, there is a high rate of homeownership among 
senior citizen club members in Toledo, but they are also receptive to 
public housing planned for senior citizens as homeownership is a 
burden toa high percentage of them. 


Senator McNamara. We are going to have to ask you to summarize 
your statement. You leave us that statement and we will put it in its 
entirely in our records because we do not want to take time in this 
period for long prepared statements. We will be glad to put all of it 
in our record, and we want it for our record. So, if you will conclude 
as you see fit. Do you want to read your conclusion ? 

Miss JeszKa. They felt tax assessments were too high for them on 
their homes in relation to their income. Public housing they felt 
should be close to transportation and supermarkets, and public hous- 


ing tenants would like to see an improvement in tenant-manager 
relationships. 


And often doctor bills and so on are too much. 
Senator McNamara. Thank you very much. We are glad to have 


this for our record. Thank you for taking the trouble to come here. 
(The statement follows :) 


STATEMENT OF OHIO SENIOR CITIZEN CLURS 


Good afternoon Senator. IT am Frances Jeszka, a senior citizen, and I am 
speaking as a representative of the Federation of Senior Citizen Clubs of Toledo. 
The federation represents 2,800 Senior Citizen Club members in Toledo. The 
purpose of the federation is an opportunity for older people to share, grow and 
to have pleasure as well as an opportunity to render service to the cooperating 
senior citizen autonomous groups of metropolitan Toledo. It is a means by 
which local groups can share and cooperate in a united effort for the benefit of 
all senior citizens. It also serves as a bureau of information of the activities 
of Senior Citizen Club groups. 

When we received word that Senator Pat McNamara’s subcommittee would 
meet in Detroit and actually hear reports from senior citizens themselves, we 
felt we should make a definite effort to find fresh and accurate material to pre- 
sent to the Senator. 

The Federation of Senior Citizen Clubs undertook to prepare questionnaires 
in the area of housing, health, transportation, income, employment, and recrea- 
tion. We also included questions pertaining only to local problems. 

Accordingly, 900 questionnaires containing 73 questions were prepared and 
distributed to all the senior citizen clubs throughout the city. An immediate 
interest developed in the questionnaires not only among senior citizens but 
other organizations as well. The high rate of return of the questionnaires—618 
returned—tends to indicate the validity of the survey and the interest of the 
senior citizens in participating in these hearings. Their main interest is that 
the Senate act upon the findings from these hearings. 

We will present general information as to our findings from the present 
returns of the questionnaires. Our findings will cover areas of housing, em- 
ployment, health, transportation, income, and recreation. 

Relative to housing, there is a high rate of homeownership among senior 
citizen club members in Toledo, but they are also receptive to public housing 
planned for senior citizens as homeownership is a burden to a high percentage 
of them. Homeowners indicated an interest in renting a part of their homes 
to augment their incomes. Tax assessments are high for them in relation to 
their incomes. 

Public housing expressly for them should be close to transportation and super- 
markets. Public housing tenants would like to see an improvement in tenant- 
manager relationships. 

High cost of public transportation is a problem for them because few own 
ears because of the upkeep. 

Excessive hospital insurance rates, increased cost of hospital care, doctor bills, 
and drug bills present a major problem to all those on limited income and to 
all senior citizens completing the questionnaires. Senator citizens recognized 
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this as a nationwide problem that could best be handled on a nationwide basis. 
Of those aware of the Toledo Health Department’s well-oldster’s clinic, they felt 
the service was adequate for the number served but hoped it could be expanded. 

Less than half felt they were maintaining an adequate standard of living on 
their present income but felt they could do only part-time employment. Most 
felt that 65 for those in good health was too early an age to retire but all agreed 
they were enjoying their retirement. 

Very few felt they had too much leisure time. All of these people are active 
in at least one Senior Citizen Club. The federation is in the process of organizing 
a federation chorus. All Toledo Senior Citizen Club members received cards 
giving them special admission rates at all movie theaters in the Toledo area. 
‘he federation also sponsors citywide picnics and special events. This indi- 
cates that the churches, libraries, public recreation and private agencies and 
theaters are fulfilling a need for leisure time activities for senior citizens in 
Toledo. 

Most people prefer neighborhood centers to a downtown center. A reason for 
this was indicated by their negative response as to having such a center financed 
by a special real estate tax. The high cost of public transportation was also 
noted as a factor. A difference of opinion was noted as to hobbies. Not too 
many have hobbies unless they were hobbies carried over from earlier years 
und not too many were receptive to the idea of undertaking a hobby in their 
later years. 

The Senior Citizen Club members listed their principal worries as in the areas 
of health, housing, and income in that order of importance. 

I am going to give you some direct quotes from our senior citizens as taken 
from the questionnaires. 

“I have one boarder and I receive $50.30 per month from social security. I 
just get by and if I had a sickness I just couldn’t get along. I thank God for 
good health so far.” 

“I don’t think older people should pay so much for hospitalization, and they 
have to or be dropped. There is less chance of them being operated on and no 
pregnancy clause is needed. Their operations are usually over before 65.” 

“I get $60 a month from social security and have to do babysitting jobs in 
order to keep up my home.” 

“In my case, I’m a widow, with a small pension. If hospital and insurance 
rates would be lower it would help us. Old age pensions are a grand deal.” 

“Groceries and small things my family takes care of for me.” 

“My principal worry is will my money last to the end—I have no income.” 

“For those that don’t have a home of their own, I think public housing is the 
thing for senior citizens.” 

“Old people have all the worries of others plus a few that occur to old age 
itself. The old age era is not as great as it seems—the attitude toward old age 
needs changing. It is an attitude of prejudice to start with.” 

“I think senior citizens should be permitted to marry without losing his social 
security—that is, the woman should not lose hers that she gets from her hus- 
band. She should be given social security from her new husband without wait- 
ing 3 years. I think social security payments should be a minimum of $100 
a month.” 

“My sources of income are such that they will remain the same as long as I 
live. But at the time I was earning, the dollar was worth three and four times 
what it is now worth. So my retirement check and insurance annuities are 
based on the former value of the dollar. With almost everything in our living 
today costing more every year, it makes one somewhat worried when one knows 
her income will continue to stand still while the costs continue to rise.” 

“I was very lonely until I joined the Senior Citizen Club. My only income 
is $63 social security a month, and I have doctor and medical bills all the time, 
so how can I keep my home? It’s impossible! I have these worries at all times. 
Somehow we should have larger incomes to keep a home up, repairs, etc.” 

We will submit a more detailed written report when all questionnaires have 
been returned. This report will be sent at the Senator’s convenience. 

Let me express the gratitude of all members of the Toledo Federation of 


Senior Citizen Clubs for this opportunity for the senior citizen to speak before 
this hearing. 


Senator McNamara. Who is next ? 
Hello, Bill. 


Mr. Russety. Hello, Pat. 
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Senator McNamara. We are certainly glad to see Bill Russell here 
today. He and I worked for the same company for a good many 
years. 

Mr. Russet. Well, it was 7 years ago that I was a 200-pound man 
and in less than 1 second 

Senator McNamara. We are certainly glad to have you here, Bill 
Russell. I know personally of the courage that you have displayed, 
and the good work you have been doing with handicapped people and 
many others since your very unfortunate accident. We are certainly 
happy to have you here and we are very much interested in what you 
have tosay. You go right ahead. 

Mr. Russet. Well, I would say this: I went through a pretty 
thorough educational course as to some of the things in the world 
around me. And I have given a great deal of thought to some of these 
problems. It seems like the progress is so slow so much of the time be- 
cause we have to live with something to get an understanding of a prob- 
lem and it is with these thoughts in mind, that I would like to pass 
some of these thoughts and observations on to you, that you might 
come on to answer it. 

There are a few basic needs in life that go hand in hand, nor can 
they be separated one from another, that would solve a big percentage 
of our problems. There has been some pretty strong objections to 
some of our basic necessities. And, at this time, I would like to give 
some of our answers to some of these objections given. 

We see a column in a Detroit newspaper that refers to a bill for 
medical care and they call it “Debate on Another Take-Home Bite.” 

When they talk about this bite, they know that a bite of between 
$18 billion and $20 billion is already going to medical care, another 
$5 billion to $6 billion is going to insurance companies for their ad- 
ministrative and advertising costs. We have cooperated in these 
plans for half measures to medical protection and after you are broke, 
there are thousands of dollars more gone for investigators to be sure 
that you have been stripped of your last possession, your dignity. 
Whenever they talk about this, they know that medical care is a pretty 
important part of our living standard and they know that disease 
can’t be legislated to any area, but it could do a lot to remove a constant 
ey over the heads of the aged of an illness that they can’t afford to 

ave. 

Let’s take our column from a Chicago paper and they entitle it 
“Medicine Under Compulsion,” but a better title might be that “There 
Is No Medicine Without Compulsion.” And they go ahead and they 
talk about free hospitalization. But the wage earner learned long 
ago to expect nothing free and would have been more than willing to 
have worked and paid for future medical care if he had been given 
the right, for not over one of every hundred wage earners can put 
away enough in an entire lifetime to pay for as much as 6 months hos- 
pital care. The person in pain or sick can’t be taken for every dime 
they own. It is impossible for the doctor to give a guarantee. You 
have to depend on his honesty and skill completely. You have no 
other protection and should he be wrong, you find yourself still sick 
or crippled, and the sick are in no position to argue about need. 

And if your disease doesn’t happen to be communicable it is not 





considered a health problem. 
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It is not an American heritage to suffer in pain and be stripped of 
life savings by any organization and then tossed back into society 
still sick and a complete social problem. The indifference to the prob- 
lem can only be surpassed by the even greater sin of what might be 
done about it, for it means little after a long illness if your bill is $5 
or $5,000 for you have neither. And I would say this, that medicine 
can’t be separated from the social implications as well as the economic 
order. There has been too much muck stirred up trying to hide the 
need of name calling, trying to hide the name of the need itself buried 
in the mud. 

This is a fact. They have offered no substitute. They have shouted 
about the freedom we enjoy under our great democracy and then 
twisted its meaning until some people really believe their position in 
life gives them the right to deal with us and our problems at their 
own discretion, demanding the right to be their own judge and jury, 
as to their conduct in the society they live in. 

For centuries, the social control of medicine has been in the hands 
of doctors. But no place in history have I been able to find where 
they have solved a problem that has continued to grow until it could 
reach Frankenstein proportions. There are some jobs too big for in- 
dividual effort. We don’t want to see any man denied an honest fee 
nor do we believe any man is qualified to double as insurance agent 
that is guaranteed payment of his bills and at the same time these 
bills have jumped to higher and higher levels while he put himself 
in the position of social worker deciding on the amount that we are 
able to pay, nor can I understand why a big fee should make a good 
or a bad doctor or is any man qualified to pass judgment on his actions 
when there are so many dollars involved. 

Then, there is always the talk about doctor-patient relationship, that 
you won’t have to worry about if you are broke. 

I would like to wind up by saying, just let us work for a better to- 
morrow because today is better than yesterday. 

It is the aged trying to give you the benefit of 20-20 hindsight and 
have the strength and courage to fight the rock that is beneath the 
flitter. Because we have had to swallow a lot of these conditions and 
found them to be hard and indigestible, so why not harmonize for a 
common good? No one need be stripped of price safeguard, but to 
work to prevent further stagnation in a fast-changing society. 

No one knows better than me that conditions can arise in 1 minute 
and be there forever, that circumstances will not take care of, and I 
have offered you many comparisons and if you ask me why I couldn’t 
give one reason why we should offer a comparison for something as 
necessary as medical care, for human dignity and the basic need of law 
go hand in hand so just base the bill on good logic and it will make a 
good law. 

The Forand bill will not solve all of our problems, but this may be 
a bill that could help protect all our savings and homes that could 
be wiped out in just a few months. We have no way to regain these 
lost dollars and whatever you do, just base it on solid facts. 

Thank you, gentlemen. 

Senator McNamara. Thank you, Mr. Russell. We appreciate your 
contribution to our record. It has been very dramatic and I am sure 
that it will be well worth everybody’s consideration. 
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Is the lady next ? 

Mrs. Reeves. Thank you for allowing me to speak. 

Senator McNamara. I see you have a prepared statement. Is it 
lengthy ? 

Mrs. Reeves. No; it isn’t. 

Senator McNamara. You get it in in 3 minutes, and we will be 
glad to hear it. 

Mrs. Reeves. I am here representing the older retired teachers of 
the city of Detroit. 

The teachers who retired before June 1956, in 1956 a new formula 
for retirement was passed by both the State and the city of Detroit. 
At that time, and not before the retirees of the State and the city 
came under social security. At that time, also, their pensions were 
raised. I am only talking about those teachers now who retired pre- 
vious to 1956. We have heard about social security here this after- 
noon.. We have heard that it is inadequate as its stands. These people 
have no social security and many of them are living in a very sub- 
standard sort of way. Many of them are trying to get along on less 
than $100 a month. We know that $116 maximum social security is 
not enough. 

Certainly, our teachers who have given 40 and 50 years of their 
service deserve a little bit better than they are getting. I wonder if 
some way could be found by which these people could also come under 
social security because they have put in their time. The only thing 
they would have to do, it seems to me, is that amount of money w ould 
have to be paid into the system as I paid mine in so they, too, could 
be under social security, if then they could get that additional amount 
to the small pension that they are getting at the present time, then 
possibly they would be able to get along. 

Last June, the board of education raised the pension for these older 
people by a little bit of money. I will tell you how hard up some of 
them were. One of the older women got $8 a month more than she 
had been getting. She took that $8 to make a payment on a winter 
coat she has needed for 4 or 5 years. They go to the 5- and 10-cent store 
for their glasses because oculists cost too much. 

They do all sorts of things to cut corners and it does not seem right. 
They have given their lives to the children of the city of Detroit and 
to the youth of the entire Nation and it would seem that the older 
teachers who have taught for 40 or 50 years and who no longer have 
any way of earning any more money should not be deprived of their 
social security. They really merit consideration. They don’t have 
enough to live on, and old age with its illness and need for care requires 
more money than they can give. They can’t get into homes, they 
don’t have enough money to pay the rate so, therefore, I would recom- 
mend, or I would say that one of my recommendations would be that 
these people i in some way, and possibly there are other people in this 
community that fall in the same category also, be covered by social 
security in comparison to the salaries that they earn. Then, too, I 
think as we have heard before, their medical and hospital costs could 
be taken care of and then, also, I think that some of them would 
welcome low-cost housing. 
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It seems to me that we don’t have any segment of our whole com- 
munity who gave more to the country for many, many years and who 
have received less. 

Thank you. 

Senator McNamara. Thank you very much. 

Your prepared statement will be made part of the record. 

(The prepared statement of Mrs. Reeves follows :) 


PREPARED STATEMENT OF Erma L. REEVES, DETROIT EDUCATION ASSOCIATION 


As has been stated there are two retirement systems in Michigan, the State 
and the city of Detroit. However, the picture for the older annuitants is the 
same in both. Both systems are dependent on State support and State appro- 
priations. Many times the annuitants who have given their lives to educating 
our children are not only the last to be considered but many times moneys which 
should have been allotted to them have been used for other purposes. 

Those teachers who retired previous to the June 1956 formula are having a 
substandard living. Last year the Detroit Board of Education raised the mini- 
mum pension slightly. However, this increase must be voted annually. If 
money is scarce and the board sees fit to disallow the grant, the minimum will 
drop back. The appropriations are haphazard and unreliable. 

The older teachers who taught 40 and 50 years in our schools have received 
no consideration. They have not been able to qualify for social security. They 
merit consideration. Many of them have not enough to live on. Old age, with 
its illnesses and need for care, requires more money than their meager pensions 
can provide. Many cannot afford the necessities to which any retired teachers 
should be entitled. Some would like to enter homes but do not get enough 
pension to cover the cost. The following would be of great assistance: 

1. Social security. 

2. Cut in medical and hospital costs. 

3. Income tax exemptions. 

4. Low-cost retirement housing. 

No group of American citizens has given so much to our country and received 
so little. 


Mr. Moore. I have only got to offer a suggestion in regard to social 
security laws in this respect; in this day and age—— 

Senator McNamara. Do you want to give your name for the record ? 

Mr. Moore. Francis J. Moore. 

In this day and age, with all the masonry, I believe that the tax on 
the social security could be raised to 6 and 7 percent. and everybody to 
be given at least $150 a month to bring a couple to $275. It will also 
put money into circulation and it will give the older citizens who have 
contributed much in the way of taxes, effort, and so forth, for this 
Government, much as anyone else, that we are entitled to some con- 
sideration in our older years and if we don’t want to live like com- 
munism, we must lick it because of it. 

I suggest that the age should be lowered to 55, war veterans to 50. 
In that way, we will take up some of the unemployment slack created 
by our Nation. 

Thank you. 

Senator McNamara. Thank you very much. 

Who is next ? 

Mr. Suuty. I am Arthur E. Shull from Fort Wayne, Ind. I am 
president of the Retired Workers of America, sponsored by the Inter- 
national Union of Electrical Workers, AFL-CIO. 

When I came here, I thought I would like to talk for an hour, but 
I have found to my surprise—not to my surprise, I had heard of 
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Senator McNamara’s hearings before, in fact a friend sent me a clip- 
ping from the San Francisco paper on the one heard there. 

I found so many sincere honest people getting down to the facts 
that I have been realizing and worrying about for a long time that I 
don’t know as I will even need the 3 minutes. 

We have a problem which has been bothering me in the State of 
Indiana for some time. 

In the first place in my work with the organization in which we 
have an active list of 450 people, our meetings are regularly attended 
every month by anywhere from 80 to 100 people. While there are as 
many cases as there are people, the thing that crops up the most often 
is unfair labor practices and exorbitant medical fees as the cost of the 
thing that is most productive of problems of the aged. 

How many times have I heard them say, “We have savings, we 
took care of our money and we were getting along all right, but be- 
cause Paw had that stroke and went to the hospital for 6 weeks, or 
months, had to have that operation.” 

And how many of them that find themselves in a precarious posi- 
tion because when they were still at the age when they should be almost 
in their prime, the factory was moved to another town, a department 
was moved away and the other companies in town say, “We don’t 
hire anybody over 40.” I don’t know what that is classed as legally, 
but to me it is an unfair labor practice. Now, we have something that 
was brought up here in our meetings, we have in Indiana the inde- 
pendent commission on the problems of the aging and aged. It has 
some provision made, a certain amount of money was appropriated in 
the last session of the State legislature, they can hire a full-time secre- 
tary and I would not want to impugn the motives of anyone connected 
with that by any means. 

I would not want to say that the things suggested in their meetings 
have no merit, because if it would help even 10 people, it would have 
some merit, but there is too much that does not get down to the basic 
problem. 

You can take tens of thousands of people and do something that 
benefits 10 here or a hundred there and say you have solved the prob- 
lem. And in these meetings, I have been to the Governor’s confer- 
ence last year, I was to the Kirkpatrick memorial project at Muncie 
Ball State College this spring, and who was your principal speaker, 
doctors and personnel men from large corporations. Those were the 
people that dominated the meeting and that is what has gone on. 

On October 31 of this year at Earlham College in Richmond, I at- 
tended the Fourth Annual Conference of the Indiana Commission on 
the Aging and Aged, and I will give them credit for two speakers 
there that did get down and deal with the facts. The rest of them, 
well, it was just a matter of talking around and around and getting 
nowhere, because I think that was the intention, to be frank about it. 
We did have one speaker in the general session on economics of the 
aged by Dr. George McConnell, dean of Graduate School of Cornell, 
need of older people, he dealt with factual statements. 

And then we had another speaker who was the man who I thought 
gave the most frank statements and that was Dr. Michael M. David, of 
Chevy Chase, Md., author of “Medical Care for Tomorrow.” Those 
two gentlemen did deal with the facts, but outside of that, they had 
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panel questioners, to question these speakers and they done some job 
on Dr. David, when he got through talking. 

Among those questioners was a Dr. Walter Palmer, representing the 
American Medical Association, and after he discussed and took issue 
with many other matters of the people being able to provide for them- 
selves by private insurance, and so forth. He sande this statement: 


We do not trust these old people. We find they say they don’t have any income 
and when we go to ask them what happened when they had this operation 6 
months ago, well they cashed some bonds, and you find out they have got some 
bonds or stocks somewhere and they don’t think that is income, if they don’t work 
and earn the income from it. 


This was a silly statement. I cannot ask, and I didn’t take it on 
myself to ask Dr. Palmer if they were able to ferret out and get every- 
thing those people had where they went from there and where they 
were when they got the next sickness. 

Senator McNamara. Thank you. We will put that statement you 
have in the record, if you wish. 

(The prepared statement of Mr. Shull follows :) 


PREPARED STATEMENT OF ARTHUR SHULL, PRESIDENT, RETIRED WORKERS OF 
AMERICA 


GENTLEMEN : With your permission we offer the following statement, to extend 
the testimony given at the hearings in Detroit, Mich., December 10 and 11, 1959. 

From our experience, while there are as many cases or situations as there are 
people involved, the two most frequent causes of problems for the aged and aging 
are unfair labor practices and the high cost of medical care. 

With the majority of industrial workers, there is little chance to provide for 
their old age, until their families are raised and their homes well on the way to 
being paid for, then, all too frequently, when they are now past 40 years of age, 
the plant closes down, or the department is moved to another State and they are 
thrown out of work or transferred to work so inferior and poorly rated, that to 
make anything like adequate provision for their old age is impossible. Right-to- 
work laws do not apply when a business deprives a worker of his right to work. 

With even greater frequency, we find those who were able to make a reasonable 
provision for their old age, with a program of savings to supplement their social 
security and employer pensions, if any, saying, “We were getting along alright 
until one of us had to go to the hospital for a few weeks and that took nearly 
all we had saved and now we don’t know how we will manage.” 

Many have homes they have lived in for many years and want to stay in them, 
but do not know how they can meet ever rising taxes, insurance, and maintenance 
costs. 

There are many organizations in the State of Indiana, including the Indiana 
State Commission on the Aging and Aged, that are attempting, in one way or 
another, to deal with the problems of old age. 

With the above-mentioned facts and conditions in mind, we cannot reconcile 
the fact that in too many meetings and conferences, the affair is dominated by 
doctors and personnel managers from large corporations. 

We have attended meeting after meeting, where a doctor of medicine would 
lecture on health and dwell at length on the necessity for the older citizen to have 
a periodic medical checkup, every 3 to 6 months, which may be very good medical 
advice, but not more than 1 out of 5 of those over 65 years of age could pay for 
such care. 

At other sessions a doctor of medicine will talk on providing health care for the 
aged and stress over and over that the aged can provide their own health insur- 
ance. The retired workers are no longer where they can avail themselves of a 
group rate, and to obtain adequate insurance on an individual basis, at their 
age, not more than 1 out of 10, can pay for it and have enough left of their 
meager income to exist. 

We have attended several workshop sessions or employment and income, pre- 
sided over by personnel managers of large corporations, who would not be al- 
lowed to hire anyone over 40 years of age, let alone 65, and nothing construc- 
tive or feasible would be mentioned as to how they could get any income. 
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We read conflicting statements as to how many of those over 65 have health 
or medical insurance. Dr. Michael M. David, Chevy Chase, Md., author of 
“Medical Care for Tomorrow,” speaking at the fourth annual conference of 
the Indiana State Commission on the Aging and Aged, held at Richmond, Ind., 
October 31, 1959, stated that not more than 10 percent of those over 65, had ade- 
quate health insurance. 

Some business corporations, including the General Electric Co., have a hospital 
benefit in connection with their pension plan. 

We give the following, as a specific case, that will show benefits well above the 
average for those retired from the General Electric Co. : 

Arthur Shull, draftsman, 32 years service with General Electric Co. Retired 
on regular pension, $72.49 per month, July 1, 1957, age 65. Social security, $116 
per month. 

Insurance coverage at time of retirement, $10,419.78. 

Starting July 1, 1957 and monthly thereafter, coverage was reduced $260.49 
until it reached an ultimate of $2,215.93. 

Hospital benefit of $1,000 is available for the insured or his dependent; $500 
additional may be drawn upon if needed, but the $500 or any part thereof used 
will be deducted from the $2,215.93 insurance coverage. 

This plan pays nothing unless the retired worker or his dependent are hospi- 
talized. We have had a number of cases reported where the retired worker has 
expenses of several hundred dollars for doctor bills, medicines, and appliances, 
which they are in no position to pay and they cannot receive a cent from this in- 
surance because they have not been hospitalized. 

At the end of 1958 the General Electric Co., was paying pensions to 19,990 
pensioners, no doubt these are all listed as people over 65 with health insurance. 

The General Electric pension trust, partly contributed by the employees and 
partly by the employer, in 1958 received investment net income, $31,214,621, and 
pensions paid during 1958, $20,441,460. 

Dr. David stated that if there was adequate financing, medical care, hospital 
and nursing home care could be much improved. There is no chance that the 
majority of those over 65 will ever be able to pay their own medical, surgical, 
and hospital expenses by insurance or otherwise. 

The people like social security and have no objection to extending it. The 
same arguments that are advanced against the Forand bill were the arguments 
used against social security in the 1930's. 

Summarizing, we feel that too much of what passes for efforts in behalf of 
our aging citizens, is promoted by people who put their own business and pro- 
fessional interests before those of the aging citizen. 

This statement was read and unanimously approved by 100 members of the 
Retired Workers of America, I.U.E., AFL-CIO, local 901, assembled in regular 
session at the Local 901 I.U.E. hall, 1427 Broadway, Fort Wayne, Ind., Decem- 
ber 14, 1959. 

Words cannot express our appreciation for the untiring efforts and patience 
of Senator McNamara and his staff in conducting the hearings. We can only 
say it renews our confidence in our Government, and thank you. 


Senator McNamara. The lady is next. 

Miss Locan. I am one of your old retired teachers that has been 
forgotten, I am 80 years old and for 10 years I have been living on 
bare nothing, two meals a day, one egg, a soup, because I want to be 
independent. es 

I am of Scotch ancestry, my father fought in the Civil War to the 
end of the war, therefore, I have it in my blood to be independent and 
my dignity would not let me go down and be on welfare. I have not 
been on welfare, but I was living on $50 a month and I paid. I 
taught school. The first school was only $200 a year in the woods. 
Because I was only 18 and I had to have experience. Next year they 
offered me $250, I stayed there to get a recommendation; $275, then 
$300, and I had the best recommendations. Nobody can show a better 
recommendation in any of the places I taught, as a disciplinarian. I 
am a born teacher, they told me. 

When the banks were closed—I worked up until I got $300. I 
walked a mile and a half to school in the big piles of snow, cleaned 
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the schoolhouse, swept it, lit the fires and taught 60 children, all 
grades and all subjects. I only want to talk a little, but I want to 
show you if anybody else is more worthy, I would like them to come 
up and tell me. I have been of good character, never smoked a speck, 
never drank, went to the best lectures. I set an example for the chil- 
dren in school, the young people, the community, every place I have 
been and then during the war—I taught 6 years in Portsmouth, as 
principal, and I got the best recommendation there. 

Then, during the war I found out they wouldn’t pay any more in 
Portsmouth. 

I came to Detroit and they were delighted to get me because of my 
experience. I haveadiploma from Ann Arbor. I worked very hard. 
T took English, history, and government, and then I am almost now 
disgusted with my Government. I couldn’t be a Communist because 
my father was a Civil War veteran. I have to be an American. 
But this is what is getting me. When I came to Detroit they wanted 
a teacher, they wanted one to discipline. They gave me $11 a day 
to teach double session. I took the hardest subject when other young 
teachers couldn’t do it. They called me for one subject, “She can’t 
do it. She can’t discipline.” I taught science and everything. 
When the banks closed they laid off the older teachers. I am a born 
teacher. I can’t do anything else. I couldn’t even get interested in 
anything else. Still, when I came then, the money that I got, $11 a 
day, I starved to pay for a home because they told me in Detroit, the 
board of education, I am going to speak out now, the teachers were 
back, and then when I asked to get a school here as a permanent 
teacher, they said that the children—the girls whose parents were 
taxpayers would have to have the permanent job. 

Now, I can’t get any Federal housing because I have no social 
security. There was no social security. There was no unions. 
There was no pensions. They wouldn’t let me get married in the 
country. They said, if you did, you will have to quit teaching. 
And when I came to Detroit, they were all married. I tell you this 
is most ridiculous. I go to the hospital they ask, “Do you have any 
social security?” When I say, “No,” they say, “Then we can’t take 
you.” 

Even in the clinics where there are just students. And I worked 
so hard that I have pernicious anemia, $9.95 for a little bottle of liquid 
for shots, wholesale, I couldn’t pay it. My blood was 40. You are 
dead at 40. You lose all your blood when you’re down to 40. 

They’re giving them enough, now, pensions, and still I went to 
both federations of teachers, I said, “Now, I have paid for my home 
free and clear, it’s a little home and I can’t pay for the heat.” 

Senator McNamara, Thank you very much. 

You seem to have quite a lengthy statement. Are you going to be 
able to summarize it and we will have it printed in full in the record ? 

Mrs. Decker. Senator McNamara and members of the committee, 
I am Mrs. Violet Decker. I am a member of the Social Studies Com- 
mission of the American Association of University Women. 

We have long been concerned with the problems that your commit- 
tee is concerned with and I can say that of our membership in Michi- 
gan, which is composed of nearly 7,000 in 58 branches of our 
organization throughout the State, that we may be small in numbers, 
but we think large about the concerns of the aged. And I would like 
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also to say that we have adopted a resolution as recently as June 
1959 at our convention to support programs for the aging, utilizing 
their abilities, assuring their proper care and housing, providing ade- 
quate retirement income, and exploring the possibilities of the retire- 
ment ssytem geared to individual abilities, rather than to chrono- 
logic al age. 

We havea State anda National legislation program. 

At our State level, we support the measures to establish a State 
comm ssion on aging. 

At the national level, we support the social security program: (1) 
old age survivors and unemployment insurance, (2) ‘financial aid to 
the States to provide public assistance to the needy. 

I have revised some of my remarks a little from listening to this 
tremendous program. I have been so happy to see your committee 
come here and do some grassroots work, as you have been doing all 
over the Nation. I notice what the chairman of the committee on 
aging in Detroit has said, and I am wondering if organizations like 
mine are equipped to do voluntary services, that perhaps this is our 
function better than anything else we can do. 

In 1959, we carried out a small program, a little survey on aging 
among our branches. We had a response from three urban areas and 
three rural areas, and I think I can do it quickest to tell the results, 
what we call the conclusions of this survey by just enumerating them 
briefly. 

(1) That more institutional facilities than now exist are needed for 
older people. 

(2) Housing for the aged is not adequate. Small houses with 
modern conveniences should be considered, also needed are housing 
projects for our senior citizens in the lower income projects. 

(3) Some provision should be made for low cost home calls by 
physicians, if we can combine this in this type of housing that I have 
suggested, if we could combine this with home nursing ‘team care of 
that type, or practical nurses, housekeepers that we might be able to 
keep our senior citizens in their homes longer, healthier, and happier 
and this would reduce this high cost institutional care. 

Some thought paid up health insurance care should be considered 
as a possible means of financing this. 

Last, organized social and recreational facilities should be provided 
for the aged. Adult education departments, we feel, should invite 
the senior citizens to participate in their program. 

We believe, too, we must have a statutory commission on aging in 
Michigan because of all the things it can do for us that would imple- 
ment the programs of the Federal Government relating to the aging 
which would require action within the State. 

These are all the programs I think we could help with. I would 
like to mention the last one that it would help to establish local pro- 
grams and services to help older people. I think this is among the 
most important, 

We wish to thank the members of this committee for the privilege 
of appearing before you to express AAUW’s continuing interest in 
the problems of the aged and aging and pledge its support of legisla- 
tive measures to establish a State commission of the aged, 

Thank you. 
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Senator McNamara. Thank you very much for being here. I want 
to say that while you remarked that the American University Women 
are not a large group, we have heard from them in other communi- 
ties and they have token a real interest. I think they have been 
pioneers in the work we are trying to do here. We appreciate your 
appearance here very much. Your prepared statement will be placed 
in the record in full at this point. 

(The statement of Mrs. Decker follows :) 


PREPARED STATEMENT OF Mrs. VIOLET DECKER, AMERICAN ASSOCIATION OF UNTI- 
VERSITY WOMEN, MICHIGAN STATE DIVISION 


Mr. Chairman and members of the committee, I am Mrs. Violet Decker, 
Dearborn, Mich., member of the social and economics issues committee of the 
Michigan State division. I was also national delegate to the University of 
Michigan 12th Annual Conference on Aging and to the National Leadership 
Training Institute for the White House Conference held June 1959 in Ann Arbor. 

In Michigan, the American Association of University Women (AAUW) hasa 
membership of 6,770 college women in 58 branches distributed throughout the 
State. Our members are well aware of the growing social problems of an 
aging population composed of a large proportion of people who are no longer 
productive members of the economy. A study of Michigan revealed that the 
State has more than 600,000 people aged 65 and over, and ranks seventh among 
the States of the Nation in numbers of older people. By 1970, Michigan will have 
approximately 800,000 elderly citizens; this will represent 8 percent of the State’s 
total population. 

At the AAUW convention in June 1959, a resolution was adopted to “* * * 
support a creative program for the aging, utilizing their abilities, assuring 
their proper care and housing, providing adequate retirement income, and ex- 
ploring the possibilities of a retirement system geared to individual abilities 
rather than to chronological age.” 

Under our State legislative program we support measures to establish a State 
commission on aging. Under our national legislative program we support meas- 
ures to provide adequate appropriations for the social security program: (a) 
old-age, survivors and unemployment insurance; and (0) financial aid to the 
States to provide public assistance to the needy. 

In 1959, the State legislative committee of the AAUW carried on a special study 
on problems of the aging. Six branches, three in rural areas and three in urban 
areas, took part. The following conclusions were reached from this study: 

(1) More institutional facilities are needed for older people than now exist. 
This need was emphasized in reports from rural communities where there 
is a high percentage of older people, many of whom need care. 

(2) Housing is not adequate for the aged. One-floor-plan homes and 
small apartments with modern plumbing and heating should be eonsidered. 
Also needed are housing projects for low-income citizens 65 years of age 
and over with facilities to provide full- or part-time practical nurses and 
housekeepers. 

(3) Some provisions should be made for low-cost home calls by physicians. 
This type of service, combined with home nursing care, would permit many 
to stay in their own homes, thereby reducing the need for high-cost institu- 
tional care. 

(4) Some think a paid-up-at-65 health insurance plan should be con- 
sidered as a possible means of financing the medical costs of old age. 

(5) Organized social and recreational facilities should be provided for the 
aged. Adult education departments should be encouraged to invite senior 
citizens to participate in their programs. 

We believe that a good program for the aged can be developed and effectively 
carried out through the combined efforts of local, State, and National agencies, 
public and private. 

We believe the time has come for Michigan to establish a State commission 
on aging. Such a commission would: 

(1) Implement all programs of the Federal Government related to the 
aging requiring action within the State. 

(2) Help governmental and private agencies to coordinate their efforts on 
behalf of the aging, thereby avoiding duplication and waste. 
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(3) Help local agencies to obtain services and financial support from the 
State and Federal Governments for their studies and programs. 
(4) Establish local programs to help older people. 

We wish to thank the members of this committee for the privilege of appear- 
ing before them to express the AAUW’s continuing interest in a creative pro- 
gram for the aging, and to pledge its support of legislative measures to establish 

a State commission on aging. 

Senator McNamara. Go right ahead. 

Miss Rozrnson. I am Hazel G. Robinson. I represent the State or- 
ganization for the retired teachers and also the Detroit Chapter of 
Retired Teachers. 

I think these retired teachers that have come up here have paved 
the way for me, but I do want to give you the overall picture as we 
see it from the State angle, and also from the national angle. 

There are in Michigan over 4,000 older retired teachers receiving 
pensions of less than $100 per month without social security. Their 
ages range from 68 to 100 years. Their services range from 25 to 
50 years, except in disability cases. Their salaries range from $25 
per month to $100 per month. They received no fringe . benefits, no 
vacations, no severance pay and no time and a half for overtime. They 
pay fully for their health insurance and they contributed to those 
low pensions with 100-cent dollars. 

Today those dollars are being returned to them with a 47-cent valua- 
tion. 

It can be shown that the national situation is equally bad. A recent 
national study of retired teachers, with 29 States reporting, showed 
the national average pension for 30 years’ service to be $1,050 per year. 
This is less than old age assistance recipients get in three States for 
no service at all. A so-called survey was sponsored by the National 
Retired Teachers Association in 1956. State agencies were asked to 
report the percentage of poverty cases among retired teachers. 

Some States reported 50 percent and several reported 25 percent, 
but this fact is significant; 58 percent reported an indifferent ques- 
tion mark. This is typical of the general indifference of the Nation 
to the welfare of its older teachers. We believe this is a national 
problem and it can be corrected only through national action. 

Thank you. 

Senator McNamara. Thank you very much. We have heard much 
about the problems of teachers here today. Certainly the problems of 
the retired teachers have been brought to the attention of the com- 
mittee in other cities too, but their problems are similar to the prob- 
lems of aged people in all categories. I am sure when the lady points 
out that this is a national problem we can subscribe to that very 
thoroughly. 

Thank you. Your prepared statement will be made part of the 
record. 

(The prepared statement of Miss Robinson follows :) 


PREPARED STATEMENT oF MIss Hazet. G. RoBINSON, CHAIRMAN OF PUBLIC RELA- 
TIONS, MICHIGAN RETIRED PUBLIC ScHOoL EMPLOYEES ASSOCIATION, CHAIRMAN 
OF LEGISLATION, GREATER DETROIT CHAPTER OF RETIRED TEACHERS 


This is a report on the older retired teachers of Michigan—those who taught 
long ago, on incredibly low salaries and retired on even lower pensions, without 
benefit of social security supplement. 
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Their problems are acute. And it can be shown that all older retired teachers 
of the Nation have problems of a similar type and similar acuteness, making 
the issue a national one. 

Reporting on these older retired teachers, in specific terms, is difficult for three 
reasons: (1) there has been no official statewide survey in Michigan; (2) there 
are two teacher retirement systems functioning in Michigan. The two systems 
receive State appropriations in varying amounts and they operate under different 
policies and different pension schedules. This situation is true in other States— 
one State has eight teacher retirement systems operating within its boundaries; 
(3) reporting in specific terms, is especially difficult because there has been a 
hodgepodge of piecemeal legislation enacted over the years. Much of it was de 
signed to correct injustices and inequities but most of it tends only to confuse 
and complicate conditions. Even our State legislators are confused. 

But I can report to you, with a fair degree of accuracy that there are— 

Over 4,000 older retired teachers in Michigan receiving pensions of less 
than $101 per month, without social security benefits ; 

Their ages range from 68 to 101 years; 

Their service in the public schools ranges from 25 to 50 years except in a 
few cases of disability ; 

Their salaries, during that service ranged from $25 per month to $100 
per month ; 

They received no fringe benefits—no severange pay; no vacation pay; no 
free in-service training; no time and a half for overtime: no coffee breaks; 
and no free lunch periods (this latter point is still being debated—Do 
teachers really deserve free lunch periods?) ; 

They paid in full for their health insurance and they contributed to those 
miserably low pensions with 100-cent dollars. Today those dollars are being 
returned to them with a 47-cent valuation. As for a good working atmos- 
phere, remember there are about 18,000 1-teacher, little red schoolhouses in 
the United States today. Michigan has 1,200. 

If you wish to see living examples of teachers who fit into some of these 
classifications, they are here today. 

That top pension figure of $1,200 per year for 30 years’ service is less than 
half that a coal miner gets in retirement for 20 years’ work. It is less than half 
that a steelworker and an auto worker gets in retirement for 30 years’ work. 
And it is less than old age assistance recipients get, in 3 States, for no work at all. 

Sociologists agree that a bright retirement or a bleak one depends upon three 
factors—money, health, and psychological strength. Each is crucially related 
to the other. The acuteness of the economical problem of the older retired 
teacher grows and grows as the cost of living passes the 125.5 percent mark and 
that problem is now creating other major problems. 

The national picture is equally bad. In 1958, the Illinois Education Associa- 
tion made a national study of retired teachers. With 29 States reporting, the 
national average pension for 30 years’ service was shown to be $1,051 per year. 
In 1956, the legislative council of the National Retired Teachers Association 
sponsored a so-called pauper survey, in which the State agencies were asked to 
report the percentage of poverty cases among teacher retirees. Some States re- 
ported 50 percent and several reported 20 percent. Michigan evaded the issue 
by reporting the word “few.” Michigan has many more than a few poverty 
cases among its retired teachers. Texas reported the word “most.” Texas is 
big in honesty even. Fifty-eight percent of the States reported an indifferent 
question mark. And that is significant. It shows the Nation’s complete indif- 
ference to its older teachers’ well-being. 

The newspapers carried in account of a meeting of the U.S. House of Repre- 
sentatives Space Committee recently. The headlines told the important underly- 
ing story—“Security of United States Linked with Better Paid Teachers.” One 
of your distinguished colleagues, Congressman David S. King of Utah, was 
quoted as saying, in that meeting, “It’s shocking that we think so little of our 
teachers.” 

As America busily reevaluates education in terms of survival in the future, 
she should be reminded to look back at those older teachers—without their 
faithful service, there might not be a future. 


Senator McNamara. Go right ahead, sir. 


Mr. Roptnson. My name is Ed Robinson, a recently retired govern- 
ment worker. I want to look at this from a little bit different slant 
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than I have heard. I have been to three national conferences in a year 
and since I have retired I am sure I am full of problems. 

I don’t know of any now. But, I am sure I have some. These 16 
million retired people of this country are more or less like 16 million 

vacationers from foreign countries, tourists so to speak, who are 
spending billions of dollars in this country, high velocity dollars which 
are doing much to keep the wheels of industry going. Another thing, 
we are not only tourists, but we are people w ho live here, who pay 
taxes and those taxes of these 16 million, not all of us are poor, most 
of us probably on the verge of it, but these 16 million people paying 
taxes are doing a lot to help pay the cost of those who are working 
so I think the 16 million old people are not such a problem as has been 
made out. 

Another thing that the politicians particularly should look at these 
16 million are workers and at last winter s conference somebody said 
his impression that old people should engage in politics and I think if 
they did that some of these problems w ould begin to straighten out. 

Thank you. 

Senator McNamara. Thank you very much. We appreciate the 
veiled threat. I think that we would be very happy to join in such 
a movement. If there is no better way to do it, let us get going. 

Madam, go right ahead. 

Mrs. Sarasoun. Senator, I need your help, but bad. 

I have been in the city since 1912 and I have been a taxpayer. I 
am over 70. And I have done social service work in this city gratis. 
Mr. Lodge, may his soul rest in peace, who saw fit to die, gave me a 
scroll and a flag in thankfulness for the work I have done in the 

various organizations. 

After paying almost 49 or 50 years of taxes, my street was paved, 
and I, who get $45 a month to live on and. pay my taxes, I was 
charged $400 and interest. I have not $400 to pay it. Please, sir, 
if it is at all possible—I am a very sick ee I have had diabetes 
and arthritis a great many years, and I can’t work. Now, sir, if 
there is any way of reducing that for me, you will give me more life, 
because I have worked all these years to have a roof over my head for 
my old age. Now they will take that home from me, may be a year 
or two or three, if God gives me life, sir, let me live in my home. 
I worked for it. Please help me. I have helped this city in social 
service work, in organization work, in hospital work. It all can be 
proved, but thank you, thank you. Help me. 

Senator McNamara. Thank you very much. 

Certainly, these taxes that you refer to are not Federal taxes, and, 
from what we know about the operation of the local community, I am 
sure that your fears are justified, but I do not think they are going 
to take your home away from you because you cannot pay for the 
pavement. I really believe that you will find that the city is not as 
heartless as you think. I do not blame you for having this year, 
because everybody has this fear. But these are local taxes, not Fed- 
eral taxes. 

You go right ahead, sir. 

Mr. Exrop. My name is Lloyd Elrod. I represent a group of some 
200 senior citizens of the Detroit Association of American Baptist 
Churches. I want to compliment you, Senator, on the wonderful 
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program you are conducting, and I notice from the print of the Con- 
er essional Record here some of the things that you advocate; namely, 
adequate income. I am a senior my self. I am 70 years old. I live 
on social security and a little pension. I find it rather tight to get by. 
I would advocate an increase in the social security. 

Second, decent housing: Of course, that is being explored here, to 
a large extent, and it is tragic, the situation that exists. 

Third, health and medical care: I am of the opinion that something 
should be done and accomplished by the Federal Government to sub- 
sidize or, at least, provide for low-cost hospital and medical care. 
We do need that. 

I hope that the senate committee will be able to produce some good 
concrete results for the seniors. We, I believe, are all upright citizens 
trying to do our duty as we see it. And good luck to you, Senator. 

Senator McNamara. Well, thank you, sir. I am sure you express 
the sentiment of most of the senior citizens that we have heard. You 
are not asking for welfare. You are asking for a dignified existence. 

You go right ahead, sir. 

Mr. Jones. I am Mr. Enoch Jones, Junior League Service Center 
group at 587 East Grand Boulevard. I do not wish to go into details 
about our center, except to say I enjoy many hours of good fellowship 
there with many activities that take place in and out of our center. 

I worked for the Packard Motor Co. for 45 years as a mechanic and 
was retired 5 years ago. I find myself today more busy than I was 
when I was working. I am active for the good of my church and 
senior center calling on the sick and absent members and being pres- 
ident of a group brings me in contact with many older people and I 
hear their problems. Not enough money to live decently, is the prob- 
lem of most of us. High property taxes and inflation prices paid out 
of fixed income, seems to me to be a reason for this. 

Why not put social security on an escalator plan to go up and down 
with the cost of living? 

It is better for older people, healthy people, to live in their own 
homes. Therefore, we need homes that we can afford to live in. 
Making this possible by lower property taxes would save the city and 
State governments money in the long run. They would not have so 
much expenses for institutional care for a large number of older 
people. 

We all need more health service than we can afford. Most of us are 
able to afford while we are working. Now we can’t. We can’t when 
we need it the most. 

I personally feel that health insurance in the social security plan 
would help us a great deal. 

Automatic retirement at the age of 65 is unfair. Some better plan 
for making it possible to choose when we want to retire is important. 
Business and labor should work on this problem and not dictate to 
us when we should retire. 

Churches, social agencies, and public relations departments should 
provide more centers for older people where they can enjoy them- 
selves and help each other. Older people themselves can help them- 
selves keep alert and busy in finding a way to help others in their 

community. 

I thank you. 
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Senator McNamara. Thank you very much, sir. 

We know that the Junior League Service Center i is a very fine insti- 
tution, and we have contacted them in other areas, too, not that they 
confine their activities only to housing, but they are concerned with 
all the needs of older people. Your organization does do a fine job 
and they have been pioneers in many of these areas. 

Go right ahead, sir. 

Mr. Wesranp. My name is W. H. Wejrand. My problem is this: 
The high cost of medicine and doctors. I have diabetes costing be- 
tween $40 and $50 a month. I joined the hospitalization or Blue 
Cross years ago and the cost to me and my wife was $8.40. I re- 
ceived a notice last week it jumped to $17. Well, what I would like 
this committee to do is to bring down the cost of medicine and 
hospitalization. 

Thank you, Senator. 

Senator McNamara. We recognize that this is one of the areas 
that need attention, perhaps as much as any with which we have 
come in contact. 

Dr. Lackey. Senator McNamara and friends, I am Dr. Lawrence 
S. Lackey. I represent the Detroit Medical Society which is one of 
the branches of the Wayne County Medical Society. I represent 
professionally 180 Negro physicians. We think that we are a little 
more liberal than our parent organization. But even within our 
organization, there is a split tow ard the Forand bill. This organ- 
ization has polled the physicians of our group and we find they are 
approximately evenly split on the bill. I would like to bring, how- 
ever, to you some of the ideas and I hope you will keep them in mind 
because I think these are very honest from the hearts of the people 
and not for any—it is not a propaganda move of any sort. 

First, all of the physicians of our society want something to be 
done concerning medical care for the aged, but they differ on the 
method. We realize that there are certain diseases that are associated 
withage. There are aging processes. 

For example, arthritis, everyone is going to get arthritis. Harden- 
ing of the arteries, all of us will get that. This causes strokes when 
they have hardening of the arteries of the brain. Hardening of the 
arteries of the heart produces heart attacks. Hardening of the ar- 
teries in the extremities and arms and legs produce calcium and some- 
times requires amputation. All of us will get a condition called pul- 
monary emphysema where our lungs don’t work quite so well. 

Also associated, but not related directly to aged are kidney failure. 
Like the parts of a car, our kidneys tend to wear out. Diabetes to 
a certain extent is the wearing out of the organs of the body. 
Cancer is a wearing out. Hypertension, we get this in all of us, 
but to a certain extent the various heart diseases associated with hy- 
pertension and mental disturbances are associated with age. We re- 
sent being pushed aside and we react emotionally. When the blood 
vessels in our brains get too hard we do have mental illnesses re- 
lated to this. I must make an apology for physicians, both as in- 
dividuals and groups. As individuals, many doctors are not in- 
terested in problems of the aged because they do not affect them 
individually. We are no different from anyone else. Problems that 
don’t affect us personally, we tend to ignore. 
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Doctors as a group, associations, have not brought forth any plan 
to counteract the Forand bill so as a result the Federal Government 
has to step in and we are afraid of that. 

What are some of the fears of the doctors? First, is the Federal 
Government going to socialize the medical profession and not social- 
ize business, law, industry, and the unions ¢ 

Now, I have been in practice 314 years. I think I have a thriving 
practice because I try to put work first. I work from 8 to 18 hours a 
day, averaging 13 hours a day. Senator, per hour I make less than 
a plumber. 

Now, as far as preparation is concerned, above a high school degree, 
I have 4 years of college, 4 years—I beg your pardon, 6 years of col- 
lege, 4 years of medical school, 1 year of internship and 4 years—3 
years’ specialization, giving me 14 years above my high school di- 
ploma; yet I make less than a plumber per hour and I have a thriving 
yractice. 

I admit that some of my colleagues are a little bit greedy for the 
dollar and they give us a bad name, the rest of us, but I think that is 
our minority. 

So, doctors are afraid of socialization, you are going to limit their 
wages when everybody else’s wages are going up and yet they have to 
prepare themselves a little more than most people. They are also 
afraid of something else, the ABC was good when it started, but the 
ABC is a racket now, Senator, and we are afraid that if the Federal 
Government handles this a little loosely, it may also become a racket, 
too. 

Also this idea of free choice of doctors. AMA preaches that. 
That does not exist now. Any time a doctor who is well qualified 
can’t take his patient into a hospital nearby and the patient needs hos- 

italization there is no free choice of doctors and we are afraid it will 

ecome even worse under the Forand bill, as being planned now. So, 
we have some question that has been coming up in there. We know 
that some pressure groups are trying to make a differentiation in pay 
to doctors depending on whether they are specialists. 

I am a specialist in internal medicine, but I must, in all honesty, be 
on the side of the general practitioner, the family doctor. 

Senator, as far as I know you do not have a law degree. Do you 
think you should get less money as a Senator than a man who does have 
a law degree? So, the doctors feel the same way. Why should you 
pay more for training and not for services? We think it should be 
= a service basis, so we know you get pressure in your Forand bill for 
that. 

Please do not try to legislate how our medical bills will be paid, paid 
on service only, not on preparation. The doctors are a little doubtful 
about the mechanism of the operation of this Forand bill. We want 
to know who is going to set up the fee schedule. Is there any provi- 
sion, would it be better that we have a matching plan instead of the 
Federal Government run the whole show, of somewhat of a matching 
plan with the local groups like we have on the highway groups?) What 
is to be done about the present facilities that are run by State, county, 
city and even your church institutions, if the Federal Government 
would take over in this? 
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How would you operate this area for the aged? And has the cost 
actually been figured out accurately? We are afraid that costs you 
are planning will be totally inadequate. 

So, in conclusion, the group of doctors I represent realize that some- 
thing must be done, older people have more diseases, the cost of medi- 
cine is higher. We can’t help it if we have an investigation saying it 
is doing this or that, but when you go into a hospital there are two 
employees for every bed and when you know what wages they get the 
cost must be higher. We realize something must be done, but we 
would like for it to be done on a cooperative basis with the Federal 
Government working with the State and local government and not 
trying to get this something for nothing that some of the ABC people 
are looking for now. 

Senator McNamara. Thank you very much, doctor. 

You raise some very interest ing questions and I think you have a 
misconception of the provisions of the Forand bill because it does pay 
the doctor on the basis of service and not any fixed fee. But this is not 
unusual. There are a great many misconceptions involving the legis- 
lation or the legislative attempt to do something in the Forand bill 
approach. 

I can understand your fears, but I think they are groundless, 
actually. 

Go right ahead, sir. 

Mr. Jonnson. Senator McNamara, I am here representing myself. 
The only thing I would like to see is somebody put in Detroit, honest. 

If you don’t belong to their group, you don’t get a pension. And 
I would like to see good Democrats get it instead of the Republican 
institutions. I know what I am talking about. I have been a patient 
6 years. The Receiving Hospital, their racket is if you are one of their 
stooges, they will put in “I say he is totally disabled for a pension.” 

But if they don’t want you to get it, they don’t commit themselves. 
They put on the same medical ailments. But if they want you to get 
the pension, they put down, “I say he is totally disabled.” 

Senator McNamara. I think you do realize that we have to leave it 
to the doctors and technicians to make decisions. 

Mr. Jounson, If they don’t want to get it they just put itdown. I 
- an application and. they say, “Willy you take a special exam?” 

said, “Sure.” But it was fixed before I got there. Why? How 
a I know? Well, I said to the doctor, “Doctor, you can’t tell from 
my lungs how bad I am.” I said, “I have been dried up for 4 years 
with dry-up medicine.” He said, “I have got to put you down as I 
see you, not as youare.” I ask you is that honest? And he also said, 
“Your head is all swelled up inside, which is nothing wrong with your 
head.” And I had an operation on the right side of my head, which 
they called a minor operation and it turned out to be a major opera- 
tion, 50 minutes to an hour hammering, chiseling, digging, clawing, 
in my head, which it was nothing wrong with me “by the special 
doctors. 

I would like to see somebody in Detroit that would take care of 
the people or examine them honestly and I know because I went 
through this thing for 6 years. I have got my last hearing in the 
social security right now. You are the gentleman that got me 6 
months’ extension. And I slapped right back in another hearing 
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and I only picked up 10 defects in the turn down, contradicting them- 
selves. And also one place in there it says it thought the man should 
not work, but he did not say neither way to the claimant. 

Why was I turned down if I shouldn’t work? The two main 
things my lawyer was a Cobo man and I was a Williams man for 
Governor. He didn’t turn in the 8 months that I left the hospital 
and went up to Dr. Kress, the specialist. My exam there was no 
medical report on for 8 months and he didn’t turn in Dr. Piper’s 
letter that said, “I say this man is totally disabled.” That would have 
won me my pension and I would have been drawing it now. He didn’t 
turn it in. If that is honesty, Senator McNamara, I can’t say it is. 
And well, I just would like to see somebody honest. I could go on and 
talk for an hour and tell you stuff that the people that want to help me 
say, “I don’t see how it can be the facts, Mr. Johnson? If I didn’t 
know that 90 percent of your statements are the truth, I wouldn’t be- 
lieve you, but I know you are telling the truth.” 

There is a small group of Republicans in Detroit that just won’t 
give up. Iam talking politics and that is the only thing that is the 
matter. They won’t give up and give the city back to the people and 
I am asking for something for 6 years. In the plating plant my chest 
and head were all burned out. Ithank you. 

Senator McNamara. Thank you very much, sir. 

Certainly, with all the problems we face in the areas we are study- 
ing there is hardly any room for narrow partisan politics. We think 
there is room in this program for Republicans and Democrats and 
all shades of politics. 

Thank you. 

Go right ahead. 

Mr. Brown. My name is George Brown. I belong to the UAW 
and we operate these three centers sponsored by the UAW with the 
assistance of the community fund. We operate these centers mainly 
for retired workers and their problems. We have in the centers, I 
will have to cut out quite a bit because it is too long, we have in the 
centers, committees. One of these committees is the visiting com- 
mittee. I have been a member of that visiting committee now for 5 
years and in these visits that I go and visit the sick we find numerous 
complaints about the financial programs of the sick. 

This here is one of the great problems which we are faced against 
in these centers. We have now taken this up and we think that the 
Forand bill is our answer to these problems. 

The help that the Forand bill will give to these sick people will also 
help the younger retirees that are coming up and who will be some 
day sick because the retirees are more liable to become sick than the 
younger people that is really coming up. 

Now, we have five centers in the Detroit area. We have five centers. 
Three belong to the UAW and the other two belong to private enter- 
prise. We recognize that this is very good and the problems of the 
aged are brought to us at the centers, and we take care of them 
through educational programs. 

We have a director in each center who is really wonderful and they 
take part in the education; they have been through college, and they 
have the education to bring before the retiree, which is their problems 


that they have to face such as surplus food, the poor relief and other 
things. 
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Now, we can do with more of these centers in Detroit. Not only 
should we have five of these centers in Detroit, but we should have 15 
to 20 centers all over Detroit and I think that this would help and we 
would like, if we could get funds, to operate more Detroit centers and 
they should be very, very valuable in their educational programs. 
We show in terms of education what they should do in health pro- 
grams and so forth. It is really wonderful when a man goes to see a 
sick brother lying in bed and he finds the smile of welcome on the face 
of the sick brother, it is really astonishing how these people welcome 
a sick visitor into their homes. We have had occasions where the 
brother was going through operations. They needed blood to go 
through an operation. We took it up in our centers and we got the 
blood for them, to get them to go through these operations, which is to 
me one of the most Christian acts that is going around. I thank you. 

Senator McNamara. Thank you very much. Certainly, as you 
point out, there is a great need for more of these centers and I think 
nowhere in the country do we find better operated centers than these 
that the gentleman refers to, the five operated by the UAW. They 
do try to do an overall job. 

Go right ahead. 

Mr. Mruier. Senator, my name is Dave Miller, 65 years of age, re- 
tired from General Motors. While I refer to my age, that is my 
chronological age, but I am not exactly old. Consequently, I want 
to say this, that we are not naive enough, while I represent my local 
union, we are not naive enough to believe that a solution is just around 
the corner. We have heard evey facet of the old age problem referred 
to in testimony at these hearings. 

I do believe that while this is Christmas and the Christmas spirit 
is here we shouldn’t get the impression that this commitee is going to 
function as Santa Claus. I believe there is one piece of legislation 
which F believe would go a long way to remove the definite state of 
fear that prevails among aged people and that is the passage of what 
has already been referred to, the passage of the Forand bill. We are 
all conscious of the fact that that octopus they call the insurance or- 
ganizations will fight along with the AMA, will fight this and we 
know that this committee will have a very, very strenuous job on its 
hands to get that kind of legislation through considering the Republi- 
cans and the 40 Democrats who come from the South who will be 
elevated by these very same organizations that I refer to, who do not 
accept the concept that the physical and mental welfare of the citizens 
of this country is an ever-expanding social problem. 

It is not the problem of any given insurance outfit to write a con- 
tract either with private industry or with groups of people. It isa 
social responsibility. Every time we talk to companies about legis- 
lation of the health and welfare of the people, we are told it is 
socialization. 

It is not socialization when you call for a police department to 
service you at your home or a fire department to provide service when 
it is required, but people seem to get injected into their mind the fact 
that we are putting everything under Coveasiiadens control. 


Now, I say that is a piece of must legislation, and I would hope if 
that is the only thing that is accomplished in the next session of Con- 
gress, we oldtimers will certainly be grateful. 
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One more thing I would like to say, while I refer to the fact that 
we are chronologically aged it does not mean that we are accepting 
the term “discards.” We are not discards in the sense that we are not 
able now to pursue some other independent activity. 

In my local union we have given classes in preretirement education 
and under the guidance of our director from the international, Charles 
O’Dell, we are carrying on a violent program which I believe every 
one of the participating organizations at this hearing, if they would 
begin to realize the significance of this from the matter of 45 to 65 to 
see it is time in which men ought to begin to realize that leaving their 
place of employment at 65 is only turning the corner and opens up a 
wider vista of opportunity to teach those who will come along, because 
this will be an eternal problem. 

Thank you. 

Senator McNamara. Thank you very much, sir. 

I want to say to the panel that is waiting to testify that we have 
only two more people to speak from the floor, and we appreciate your 
patience. 

Go right ahead, sir. 

Mr. Barctay. During the few minutes at my disposal I wish to 
say first of all a word on behalf of the aged who have had low wages 
all their lives and seldom steady jobs, as they are the ones who really 
need help most of all. 

They worked in small plants where there are no company pension 
plans. They are the forgotten aged of the Nation, and it is about 
time their problems were given some thought. In presenting their 
problems and the problems of others here, we would not request the 
Government to solve all of them, or even any of them, if we were not 
certain that the country has the means to do so. 

We all know the aged population is increasing rapidly, and many 
state that the country’s financial resources will not permit the addi- 
tional expense of increased pension or free hospitalization and drugs 
for the aged either today or in the future. We would be more likely 
to believe this if it had not been used by management and the business 
interests and reactionaries to try to defeat every proposal made for 
social progress in our lifetime. These false claims are no truer today 
than they have ever been. We will not let them black out the 
American dream. 

According to reliable authorities the productivity of the country 
during the next decade is going to increase about 5 percent per year. 
By the end of this year the gross national product should be $500 bil- 
lion and in 10 years it should be $750 billion—an increase in 10 years 
of 50 percent and during this period the aged population will increase 
only about 20 percent. 

_ If we can’t afford to give the oldtimers a small part of this increas- 
ing wealth, there’s something morally wrong with our national lead- 
ership that ought to be corrected. Furthermore, I believe that in- 
creased pensions and free hospitalization would not only help to solve 
the problems of the aged, but would also help to solve the greatest 
economic problem of our time; namely, a fair and more equal dis- 


tribution of our ever-increasing wealth among all segments of the 
population. 
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Senator McNamara. We will be glad to have the complete state- 
ment put in our record. We appreciate the thought and the intelli- 
gence that this gentleman has put into his statement. 

(The prepared statement of Mr. Barclay follows :) 


PREPARED STATEMENT OF JOHN BARCLAY 


During the few minutes at my disposal I wish to say first of all a word on 
behalf of the aged who have had low wages all their lives and seldom steady 
jobs as they are the ones who really need help most of all. 

They worked in small plants where there are no company pension plans. 
They are the forgotten aged of the Nation and it is about time their problems 
were given some thought. In presenting their problems and the problems of 
others here we would not request the Government to solve all of them, or even 
any of them, if we were not certain that the country has the means to do so. 

We all know the aged population is increasing rapidly and many state that the 
country’s financial resources will not permit the additional expense of in- 
creased pension or free hospitalization and drugs for the aged either today or 
in the future. We would be more likely to believe this if it had not been used 
by management and the business and reactionary interests to try to defeat every 
proposal made for social progress in our lifetimes. These false claims are no 
truer today than they have ever been. We will not let them black out the 
American dream. 

According to reliable authorities the productivity of the country during the 
next decade is going to increase about 5 percent per year. By the end of this 
year the gross national product should be $500 billion and in 10 years it should 
be $750 billion—an increase in 10 years of 50 percent and during this period 
the aged population will increase only about 20 percent. 

If we can’t afford to give the oldtimers a small part of this increasing wealth, 
there’s something morally wrong with our national leadership that ought to be 
corrected. Furthermore, I believe that increased pensions and free hospitaliza- 
tion would not only help to solve the problems of the aged, but would also help 
to solve the greatest economic problem of our time; namely, a fair and more 
equal distribution of our ever-increasing wealth among all segments of the 
population. 

We retired workers are very proud of being citizens of the greatest country 
in the world, but this doesn’t mean that it can’t be improved some. We would 
be much happier to be citizens of the greatest possible country in the world and 
that word “possible” makes a big difference. We cannot think it is the greatest 
possible country when three-fifths of the people age 65 or over have less than 
$1,000 per year in money income. We cannot think it is the greatest possible 
country when about 65 percent of the aged do not have any insurance to deal 
with their needs for hospitalization and medical care. Without such insurance, 
the retired person must pretty nearly exhaust any savings he (or she) has 
before he can get free hospitalization. This is a constant source of worry. 
Many of my acquaintances will not visit a doctor for minor illness because 
they have no money to pay for drugs. After they exhaust their savings they 
go on welfare to get medical aid, but then, in many cases, it is too late. 

It is pretty hard to convince the person receiving his first social security 
check that this is the best possible country when he discovers it is only 25 per- 
cent of his past take-home pay. Let’s not forget that only 25 percent of the 
American labor force is covered by private pension plans and only 1 person in 12 
now past 65 receives benefits from such plans. 

When the Social Security Act was passed the Government committed itself 
to take care of the aged. This obligation is not being met when the aged are 
permitted to suffer and die for lack of hospital care, adequate income, housing, 
health and welfare services, and proper care. Let’s stop talking and start act- 
ing on a comprehensive program for our older people. The world is watching 
us. We cannot turn our backs on this vast and growing army of human beings. 


Senator McNamara. The next gentleman. Will you state your 
name for the record, sir? 

Mr. Baker. My name is Archie Baker. I am connected with the 
UAW center. I have nothing prepared to read off, but in my mind 
I can tell you of a few cases of sickness and death in the retirees. I 
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have been retired 714 years. Six years and a half of that I have 
visited sick people and it is amazing what people have had to go 
through before they are laid away. 

A case here that I am visiting at the present time. The man is 
70 years old. His wife is 59. He was a DSR employee, retired 10 
years. At that time they didn’t have social security for the city 
employees. 

He gets a small pension. He has had five operations in that time. 
A year ago, he had a paralytic stroke. The result of that is they 
have a $900 hospital bill. A week ago, Monday, he was put in the 
hospital and I don’t know if he is still in, he has ulcers, he is in no 
condition to be operated on, but they are trying to do what they can 
for him. He may not come out alive. 

Over a period of 10 years, they spent over $3,000 for him and his 
wife. 

Another case from Ferndale, a friend of mine, has been retired 3 
years. He is 71 and his wife is 70. They needed glasses for a long 
time. They had to wait until they could save up enough for both of 
them to get eyeglasses. ‘That, I think, is a shame. 

I could stand here and talk about the sick for a long time, but that 
is a couple of cases. I didn’t know I was coming here until about an 
hour and a half ago. 

Thank you very much. 

Senator McNamara. Thank you, sir. 

This completes our discussions from the floor. 

We are very fortunate to have a panel of experts who we hope will 
comment on these proceedings. 

The first is Mr. Charles Brink, dean of the School of Social Work, 
Wayne State University; Mr. Robert F. Hastings, of Smith, Hinch- 
man & Grylls Associates; Dr. A. H. Hirschfield, chairman of the 
Committee on Aging, Michigan Society of Neurology and Psyehiatry ; 
and Mr. John Pickering of the Detroit Times. 

It. says, “John” here, Jack, and I know that isn’t right, but you 
come over here anyway. 

Gentlemen, if you have prepared statements, we will see that they 
are printed as part of our proceedings in their entirety and we will 
ask you to summarize them Cocaine of the lateness of the hour, and we 
do appreciate your patience in waiting until this late hour of the 
day. 

Mr. Brink, we will print your prepared statement as part of the 
record, 

(The prepared statement of Mr. Brink follows:) 


PREPARED STATEMENT OF DEAN CHARLES B. BRINK 


Iam Charles B. Brink, dean of School of Social Work, Wayne State University. 
I am testifying on behalf of the Metropolitan Detroit Chapter of the National 
Association of Social Workers. Our chapter includes nearly 600 professionally 
trained social workers employed in responsible positions by local, State, and 
Federal governmental agencies, and Catholic, Protestant, Jewish, and non-sec- 
tarian voluntary agencies. These include the courts, public assistance agencies, 
hospitals, clinics, family agencies, community centers, schools, universities, and 
planning agencies. In these agencies, the members of our chapter see first hand 
the consequences of inadequate preventive and remedial social measures for 
the aged and their families as well as for other segments of the population. 
_ Because of the objectives of our profession, as well as our day-to-day expe- 
riences, we feel a particular responsibility to address ourselves to the problems 
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of the aged in the Detroit metropolitan area. We therefore welcome this op- 


portunity to testify before the Senate Subcommittee on Problems of the Aged: 


and Aging. 

In preparing material for presentation to your committee we have attempted 
to guard against contributing to the trend to segment people by one or more 
problems which may face any given individual. This approach too often results 
in the development of services for problems rather than for people. One person 
may thus face the necessity of securing services from several different specialized 
agencies. We consider this a dangerous trend which prevent dealing with a 
person or a family as an entity. 

It is our opinion that many of the problems confronting our aged population 
are similarly confronting other population groups in our community. At the 
same time we are fully aware that age groups, rural groups, urban groups, racial 
groups, and so on, all may have problems somewhat peculiar to their respective 
group. Although we believe that ideally social legislation should be designed to 
advance the health and well-being of all people, we also realize that you gentle. 
men of the committee face the very responsible and difficult task of deciding 
upon priorities. For purposes of examination, then, we have divided our ma- 
terial into particular problem areas and made specific recommendations for 
each. I must reemphasize, however, that the several areas under examination 
are interdependent and the total needs of the person must be met in order that 
he may achieve his fullest potential and, thus, become able to make a more 
meaningful contribution to our society. 


ILLUSTRATIVE FACTUAL DATA 


The following data, insofar as possible, is illustrative of the Michigan and 
Detroit scene. This material is not meant to be all inclusive, but is presented 
to highlight some of the problems and to provide a factual basis for our recom- 
mendations. We have tried, where possible, not to repeat factual data which is 
well known to this subcommittee. The principal sources of our local data are 
the professional observations of our own membership, Anthony Lenzer’s study, 
“Michigan’s Older People; Six Hundred Thousand Over Sixty-Five,” published 
by the Legislative Advisory Council on Problems of the Aging, and the United 
Community Services of Metropolitan Detroit Research Department. 

The aged population, 65 years and over, of the Detroit standard metropolitan 
area (Wayne, Oakland and Macomb Counties) in 1950 was 164,325. This will 
have increased to 300,300 in 1960, to 452,400 in 1970 and 572,100 by 1980. In 
1950 there were 461,450 persons 65 and over in Michigan. The Detroit area 
thus had 35 percent of Michigan’s older persons in 1950. It is estimated that 
by 1970 one-half of the Detroit area population will be children and aged. 

In December 1957, 21,649 persons 65 years and older in the Detroit SMA were 
recipients of OAA. These recipients received an average grant of $61.45 per 
month ($737.40 per year), slightly over the State average of $60.35 per month. 
In 1955-56 it was estimated by the Detroit Area Study Group of the University 
of Michigan that 51 percent of aged families in Detroit had annual incomes of 
less than $3,000, and 18 percent of these had annual incomes of less than $1,000. 
The Michigan Legislative Advisory Council on Problems of the Aging estimated 
that in 1957 an aged couple in Detroit required $1,378 per year to maintain a 
subsistence level of living. To maintain a “modest but adequate” level of living 
in 1957, a couple required $2,116 per year. Since 1957 the cost of living has 
increased about 5 percent. There is no evidence that there will be a significant 
decrease in the cost of living in the future. 

In Wayne County there are three separate public agencies administering 
publie assistance: the Detroit Department of Public Welfare (general assist- 
ance for Detroit residents), the Wayne County Department of Social Welfare 
(general assistance to county residents other than Detroit residents), and the 
Wayne County Bureau of Social Aid (categorical assistance to residents of 
Michigan in Wayne County). Because of the limitations of budget, outmoded 
regulations and limited numbers of qualified staff, these agencies are doing 4 
minimially adequate job, and the existence of three agencies creates many in- 
equities for persons in need. One example of this is where an OAA recipient, 
age 65, single, is eligible for a maximum housing allowance in a heated flat 
or apartment of $54 per month: whereas a recipient of assistance from the De 
troit Department of Public Welfare, age 64, single, will receive an average hous- 
ing allowance in heated quarters of approximately $37.50 per month. 
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The Bureau of Social Aid, a State agency, has maximum allowances applied 
equally throughout the State. Where differences in cost of living, as between 
urban and rural areas, requires a greater amount of assistance than is possible 
under State ceilings, local public agencies may supplement a specific client’s 
grant. What happens when the local governmental agency finds itself with 
budgetary problems? This has occurred in Detroit and Wayne County, result- 
ing in recommended reductions in supplementation to recipients of categorical 
assistance. 

Among the eligibility requirements for categorical assistance in Michigan is 
the necessity that the person be a resident of this State for 5 of the last 9 
years. What happens to the person eligible for assistance in all other ways 
except residence? Other public agencies will meet his need. What purpose, 
then, does the settlement law serve? New York State has no residence require- 
ment for OAA eligibility. Have they had any population increase of persons 
wanting to take advantage of this? Recent studies by State agencies indicate 
that residence legislation has no effect on population mobility. 

Many States, Michigan among them, require adult children to take responsi- 
bility for their aged dependent parents. In practice, social workers have found 
that where family relationships are sound, legislation is not required for adult 
children to contribute to their aged parents’ support. Where relationships are 
defective or poor, legislation forcing support only reinforces the impoverished 
relationship. To get a reluctant adult child to contribute requires an elaborate 
investigation machinery and court procedure at a cost which in all likelihood 
is not made up by any subsequent contribution. Furthermore, the financially 
needy person remains without assistance until the recalcitrant legally responsible 
relative is brought to court. The cost of such action in terms of human values 
is high. 

Prof. Wilbur Cohen testified before this subcommittee on June 16, 1959, and 
cited the increase in hospital charges of 105 percent since 1947-49. In Michigan, 
in March 1952, there were 26.3 percent of persons 65 years and over with some 
form of hospitalization insurance. This number has increased significantly in 
the past 74% years. But there is still not enough coverage. Even the insured 
aged do not have enough days of hospital care available in their respective plans, 
nor is there adequate medical and surgical coverage. The cost of even minimal 
coverage is beyond the reach of most aged persons. Although private medical 
and hospital practice have provided many services, they are not readily acces- 
sible (available) to older and handicapped persons. Preventive services are 
rarely available, nor are adjunctive services provided, such as social service, to 
deal with the whole person, his adjustment and his family. 

Emotional illness is a major problem for the Nation and has no respect for 
age. The aged, however, are particularly vulnerable. Statistics in recent years 
indicate that the first admission rate to Michigan State mental hospitals is high- 
est for persons 65 years of age and older. What are the facilities in our State 
mental hospitals for effective treatment of the mentally ill aged? We have 
some programs of foster home care for the mentally ill. The State allows about 
$16 per week for room and board in a foster home. One private agency in De- 
troit has found that foster home care costs $25 per week at a minimum for the 
kind of home older persons require. 

It is probably unnecessary for us to present even illustrative data on employ- 
ment and unemployment to this committee. Ample testimony on the Detroit 
and Michigan picture was recently presented to the Special Senate Committee 
chaired by Senator McCarthy. We have experienced in our daily practice some 
of the destructive effects of enforced retirement, the threatened suicide following 
retirement, the feelings of uselessness, the inability to find a place for oneself 
after 45 years of productive employment, the marital conflict stirred up by a 
restless, unemployed husband. 

Adequate housing is important for all persons. In our fast growing metro- 
politan areas the need for slum clearance and neighborhood redevelopment are 
increasing daily. Many problems of physical, emotional, and social disease 
are attributable in part to inadequate and insufficient housing. In the Detroit 
standard metropolitan area in 1950, for persons under 65, 9.3 percent of owner 
occupied dwellings were inadequate, and 21.2 percent of renter occupied dwell- 
ings were inadequate. For persons over 65 years, 11.7 percent owner occupied 
dwellings and 21.7 renter occupied dwellings were inadequate. Inadequacy is 
defined as dwellings which are dilapidated, have no hot and cold running water, 
or have no private toilet and bath. It should be noted that Detroit was better 
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off than the six other Michigan standard metropolitan areas (Flint, Grand 
Rapids, Jackson, Kalamazoo, Lansing, and Saginaw) (p. 43, Lenzer). 

Many bold attempts have been made by private builders to meet the housing 
needs of older persons. In Detroit these projects have been located in suburban 
areas and although this may be helpful to some population groups, most aged 
live in the inner city and lack the mobility of their children and grandchildren. 
In 1956, the average, new single dwelling unit sold for $14,500. Only one out 
of seven new homes were priced under $10,000 and almost none of these were in 
the Detroit area. Older families are contracting rather than expanding, as are 
young families. The space needs, therefore, are less for older families. Yet, 
only 5 percent of new homes have less than 800 square feet of area and only 2 
percent less than 700 square feet. Only 1 percent are one-bedroom units. 

The problems of our educational facilities are legion. The effects which this 
has on our children, our future adults, and our future aged, are immeasurable. 
The loss to our society will be irreplaceable. Add to this the needs for con- 
tinuing education for all ages and the view is dim, indeed. In 1950, the average 
person 65 or older had completed 8.3 years of school. Today, this has increased 
to 8.4. By 1970 it will be only 8.7. Even this minimal increase requires gross 
improvements in our educational system. 

Indicative of the basic human need for companionship and relationship is 
the almost universal success of so-called golden age groups. Recreational facil- 
ities which provide the opportunity for individual growth and development are 
needed by all persons. It is not sufficient that facilities be built, they must be 
accessible. Public transportation is a major means by which older persons 
move within a community. If it is inadequate their mobility is sharply reduced. 

The lack of social workers trained to deal with the complex patterns of family 
life today has been pointed out to this subcommittee. Detroit is in no better 
position than other metropolitan areas. Shortages in trained staff prevent our 
public financial assistance agencies from providing the needed service which is 
essential for our deprived, depressed, and dependent families. State mental 
hospitals lack the staff to provide adequate aftercare service to discharged 
patients and their families to prevent return to the hospitals. The vast array of 
voluntary agencies have long waiting lists for services to families who need 
help immediately. Uusally, they must wait for several months for service. 


I. ECONOMIC NEEDS OF THE AGED 
Principle 

All persons have the right to a reasonable, adequate standard of living. The 
aged should be able to retire from full-time employment if they so desire and 
in retirement be able to maintain, through a program of social insurance, ‘a 
standard of living commensurate with reasonable standards of health and 
decency. Social insurance programs should make it possible for the retired 
aged to meet usual economic needs without recourse to public assistance pro- 
grams. Where public assistance is necessary, it should provide the means for 
meeting minimum economic needs. 


Recommendations 


1. Social security benefits should be increased so that persons receiving the 
minimum allowance can maintain a reasonable standard of living without re 
sorting to public assistance programs, This will require an increase in the 
level of contributions to the OASDI program and an increase in the taxable 
wage base. (Wilbur Cohen’s testimony before the McNamara subcommittee on 
June 16, 1959, and to Eveline Burns’ testimony of June 27, 1958, before the 
House Ways and Means Committee. ) 

2. It is necessary to increase the amount of income which an OASI recipient 
may earn to make it possible for semiretired persons to maintain a reasonable 
standard of living through their own efforts as well as through the soeial in- 
surance program. 

8. The categorizing of financial assistance programs for the benefit of spe- 
cialized groups, i, OAA, AD, AB, ADC, has served to place emphasis on the 
needs of these various groups. This need no longer exists. 

Federal legislation should provide for a comprehensive public welfare program 
on a noncategorical basis for all persons in actual economic need so that assist- 
ance may be obtained by all persons in need without reference to age, race, 
religion, condition, political affiliation, or residence and citizenship status of 
the applicant, or the acts of failure to act of persons other than the applicant. 
Federal grants-in-aid are needed to support such a comprehensive program. 
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Federal legislation should emphasize the elimination of settlement laws as 
requirements for financial assistance, as well as laws requiring relative responsi- 
bility in the case of adults. 


II. PHYSICAL AND EMOTIONAL HEALTH NEEDS 
Principle 


It is the right of all persons to achieve the highest standard of health 
possible. 


Recommendations 


1. Incorporation in the OASDI program a system of prepaid national com- 
pulsory health insurance. As a practical measure toward this goal, NASW 
stands in support of the Forand bill as a step in this direction. 

2. Federal legislation and leadership is necessary in order that nursing homes 
may provide their residents with the best possible total care available. Federal 
grants-in-aid are necessary to enable the States to provide for better inspec- 
tion and control of nursing homes and would serve to improve the quality of 
care in such institutions. Grants to enable the States to set up demonstration 
projects in nursing homes and home care programs are essential. 


It. EMPLOYMENT 
Principle 
The right to work is a well-established principle. It includes the rights of 
elderly persons to employment for so long as they desire and are employable. 


Recommendations 


1. Federal legislation is needed to prevent discrimination in employment be- 
cause of age. 

2. For those persons regardless of age to whom employment is essential and 
who are unable to work in competitive employment, Federal leadership is 
needed in the development and support of sheltered workshop programs. 

3. Federal leadership is needed to enable the various facilities for vocational 
rehabilitation to serve aged persons through programs of guidance, retraining, 
job placement, etc. 

IV. HOUSING 
Principle 

Every person has the right to be adequately housed. The place in which 
people live has special significance from the point of view of individual, family, 
and community welfare. Housing which meets the universal need for comforta- 
ble shelter, basic facilities for modern living, privacy, esthetic satisfaction, and 
good social relationships is essential to rewarding family life and to personal 
development. It is essential for the well-being of the aged to be able to remain 
in housing which provides them with the opportunity to remain in the main- 
stream of community life. 


Recommendations 


1. Increased public housing is needed to provide for the special needs of the 
aged with limited incomes. 

2. Consideration should be given in neighborhood redevelopment to the pur- 
chase and renovation of already existing housing by governmental units. In 
this way public housing can make use of already existing facilities without large 
capital investment. It is particularly true that in many redevelopment areas a 
high proportion of aged are residing. Thus, with Federal assistance, it would 
be possible for the aged to remain in surroundings familiar and desirable for 
them. 

3. Changes in the FHA regulations should be made regarding insured mort- 
gages for facilities built for the aged to enable private investors to build, with 
FHA-insured funds, housing where the aged would be a part of a total housing 
unit. 

4. Federal impetus is needed for the development of foster-care homes and 
small boarding-home units for aged persons for the purpose of helping persons 
stay out of institutional settings. 


V. RECREATION AND EDUCATION 
Principle 


The full development of all persons requires the opportunity for self-expression 
and development of interests, varied recreational and educational experiences, 
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the opportunity for relaxation, constructive social relationships with others, 
broad perspectives and satisfactions from cultural communication, and partici- 
pation in community affairs. 

All persons, regardless of age, have the right to the opportunity for continued 
education. Moreover, it is necessary for everyone to know about the aging 
process, specific aspects of illness occurring in aged persons, and the resources 
and services available to older adults. 


Recommendations 


1. Federal assistance is necessary for the development of special recreational 
programs, recognizing the specific skills and capacities of older people. 

2. Related to the above is the need for expanded recreational opportunities 
geared to the various physically and mentally handicapped persons, both aged 
and otherwise. 

3. By their nature, most recreational facilities are dotted throughout a given 
community. In view of this, it is desirable for the Federal Government to pro- 
vide impetus to local communities to examine existing transportation facilities 
to determine whether they are sufficient to enable older persons to make use of 
the varied recreational facilities as well as other community resources. 

4. Federal leadership and impetus is desirable to public school systems and 
universities to include courses on aging in their curriculums and to expand their 
adult education programs. 

5. The appropriate Federal agency should develop pamphlet material on 
aging process similar to the Children’s Bureau publications on infant care. 


VI. PROFESSIONAL EDUCATION 
Principle 


Professional education is an essential in dealing with the complex personal 
and social problems of all persons as well as the aged. Training is one way 
of insuring the competence of persons carrying responsibility far the lives of 
others. Social workers have always recognized the need for validity and con- 
tribution of volunteers in the performance of tasks associated with social service 
activity. To recruit, develop, and train volunteers requires a high level of 
professional skill and technical competence. For this purpose, as well as to 
provide direct professional services for the aged, there must be an increase 
in the trained personnel in social services. 


Recommendations 


1. Increases in Federal grants and scholarships are necessary to encourage 
training in work with the aged as‘well as with other age groups in social 
services. 

2. Increased implementation of already existing legislation to provide for 
professional training of public welfare personnel and OASDI personnel is 
essential. 

VII. RESEARCH 
Principle 

Legislation, professional practice, development of programs, etc., must be 
based upon knowledge of society and of human beings and their behavior. With- 
out question, there is a need for increased research in the field of aging. The 
needs for such research are outlined in the various reports of the National 
Institutes of Health. 


Recommendations 


1. The continuation and expansion of the basic research on aging is favored, 
but, in addition, Federal leadership is needed to stimulate the development 
of research programs in connection with service to older adults in order that 
the various services may be evaluated and improved. 


CONCLUSION 


Social workers have often been referred to as idealists. We are indeed 
idealists and proud of our ideals. We firmly believe in human dignity and the 
value of human life. We hold the individual in highest esteem and believe in 
his right to a healthy, decent life. Individuals grow and develop in the family 
and we, therefore, believe that every effort should be made to provide a healthy 
environment for the family. The interdependence of economics, health, housing, 
recreation, education with each other and with family life is self-evident. 
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Social workers are realists, too. We work daily with the realities of poverty, 
of limited financial assistance budgets, of mental illness, of emotional depriva- 
tion, of inadequate community resources. The reality of healthy, satisfying, 
creative family life is also a part of our daily work. 

The recommendations we have made will require the expenditure of large 
sums of money, but costs of sickness and disease, of grinding poverty, of sordid 
housing, of inadequate education, of insufficient and understaffed resources 
and services, are infinitely greater. The human resources of a nation are, in 
the final analysis, its greatest asset and the source of its strength. No nation, 
however wealthy, can afford to dissipate its human resources. 

The United States has, throughout its history, placed human values in a posi- 
tion of prime importance. The conservation and development of human re- 
sources has gone hand in hand with the growth of its economic resources. 

History, logic, humanitarianism, and financial economy are on the side of 
improved resources, facilities, and services for people. 


Senator McNamara. Will you start off, please, Mr. Brink? 


STATEMENT OF CHARLES BRINK, DEAN, SCHOOL OF SOCIAL WORK, 
WAYNE STATE UNIVERSITY 


Mr. Brrnx. Thank you, Senator. I have two tasks; the first is to 
summarize part of the testimony for the National Association of So- 
cial Workers and the second is the assignment given by your aid to 
react to the various statements we have heard here this afternoon. 

May I take the first one first ? 

Senator McNamara. Do it in your own way. 

Mr. Brinx. May I address myself, first, to the statement of the 
National Association of Social Workers? 

I would like to say that the national association takes a general 
position which is in accordance with the statement by Mr. Huegli and 
that is that we are opposed to the categorization of peoples by ages or 
by groups. 

We think this is economically unsound, we believe it emphasizes 
problems rather than people and, in general, we believe that the basic, 
fundamental needs, all of the needs, of the people must be met if their 
full potential is to be realized. And if they are to be wholly contrib- 
uting members of society this must be done. 

However, we realize also that in order to study the problem thor- 
oughly, it must be broken down into several parts and there is validity 
in considering the problems of the aged. For this reason, we have 
broken our material down into seven major areas. 

At this point, I think I can combine my reaction to the testimony 
this afternoon because we heard in this testimony some 19 people come 
before the microphone, and, in general, they spoke of 4 major areas. 
They spoke of the economic problems which are confronting this 
group, some of the terrific economic problems. They spoke of their 
difficulties around employment, housing. The need for adequate, de- 
cent housing was repeated many, many times. 

They mentioned, also, their interest in, and their need for, recrea- 
tion, leisure time activities. It was very interesting to me that around 
this particular point, many of those who testified were testifying to 
good recreation leadership, which they themselves were receiving and 
giving as they spoke of their participation in such activities as the 
Junior League centers, the drop-in centers at the UAW-CIO, and 
so forth. 

Now, to this list, which I have already mentioned and which was 
spoken to so eloquently, so forcefully, so logically by these 19 people, 
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the opportunity for relaxation, constructive social relationships with others, 
broad perspectives and satisfactions from cultural communication, and partici- 
pation in community affairs. 

All persons, regardless of age, have the right to the opportunity for continued 
education. Moreover, it is necessary for everyone to know about the aging 
process, specific aspects of illness occurring in aged persons, and the resources 
and services available to older adults. 


Recommendations 


1. Federal assistance is necessary for the development of special recreational 
programs, recognizing the specific skills and capacities of older people. 

2. Related to the above is the need for expanded recreational opportunities 
geared to the various physically and mentally handicapped persons, both aged 
and otherwise. 

3. By their nature, most recreational facilities are dotted throughout a given 
community. In view of this, it is desirable for the Federal Government to pro- 
vide impetus to local communities to examine existing transportation facilities 
to determine whether they are sufficient to enable older persons to make use of 
the varied recreational facilities as well as other community resources. 

4. Federal leadership and impetus is desirable to public school systems and 
universities to include courses on aging in their curriculums and to expand their 
adult education programs. 

5. The appropriate Federal agency should develop pamphlet material on 
aging process similar to the Children’s Bureau publications on infant care. 


VI. PROFESSIONAL EDUCATION 
Principle 


Professional education is an essential in dealing with the complex personal 
and social problems of all persons as well as the aged. Training is one way 
of insuring the competence of persons carrying responsibility far the lives of 
others. Social workers have always recognized the need for validity and con- 
tribution of volunteers in the performance of tasks associated with social service 
activity. To recruit, develop, and train volunteers requires a high level of 
professional skill and technical competence. For this purpose, as well as to 
provide direct professional services for the aged, there must be an increase 
in the trained personnel in social services. 


Recommendations 


1. Increases in Federal grants and scholarships are necessary to encourage 
training in work with the aged as‘well as with other age groups in social 
services. 

2. Increased implementation of already existing legislation to provide for 
professional training of public welfare personnel and OASDI personnel is 
essential. 


VII. RESEARCH 
Principle 

Legislation, professional practice, development of programs, etc., must be 
based upon knowledge of society and of human beings and their behavior. With- 
out question, there is a need for increased research in the field of aging. The 


needs for such research are outlined in the various reports of the National 
Institutes of Health. 


Recommendations 


1. The continuation and expansion of the basic research on aging is favored, 
but, in addition, Federal leadership is needed to stimulate the development 
of research programs in connection with service to older adults in order that 
the various services may be evaluated and improved. 


CONCLUSION 


Social workers have often been referred to as idealists. We are indeed 
idealists and proud of our ideals. We firmly believe in human dignity and the 
value of human life. We hold the individual in highest esteem and believe in 
his right to a healthy, decent life. Individuals grow and develop in the family 
and we, therefore, believe that every effort should be made to provide a healthy 
environment for the family. The interdependence of economics, health, housing, 
recreation, education with each other and with family life is self-evident. 
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Social workers are realists, too. We work daily with the realities of poverty, 
of limited financial assistance budgets, of mental illness, of emotional depriva- 
tion, of inadequate community resources. The reality of healthy, satisfying, 
creative family life is also a part of our daily work. 

The recommendations we have made will require the expenditure of large 
sums of money, but costs of sickness and disease, of grinding poverty, of sordid 
housing, of inadequate education, of insufficient and understaffed resources 
and services, are infinitely greater. The human resources of a nation are, in 
the final analysis, its greatest asset and the source of its strength. No nation, 
however wealthy, can afford to dissipate its human resources. 

The United States has, throughout its history, placed human values in a posi- 
tion of prime importance. The conservation and development of human re- 
sources has gone hand in hand with the growth of its economic resources. 

History, logic, humanitarianism, and financial economy are on the side of 
improved resources, facilities, and services for people. 


Senator McNamara. Will you start off, please, Mr. Brink? 


STATEMENT OF CHARLES BRINK, DEAN, SCHOOL OF SOCIAL WORK, 
WAYNE STATE UNIVERSITY 


Mr. Brink. Thank you, Senator. I have two tasks; the first is to 
summarize part of the testimony for the National Association of So- 
cial Workers and the second is the assignment given by your aid to 
react to the various statements we have heard here this afternoon. 

May I take the first one first? 

Senator McNamara. Do it in your own way. 

Mr. Brinx. May I address myself, first, to the statement of the 
National Association of Social Workers ? 

I would like to say that the national association takes a general 
position which is in accordance with the statement by Mr. Huegli and 
that is that we are opposed to the categorization of peoples by ages or 
by groups. 

We think this is economically unsound, we believe it emphasizes 
problems rather than people and, in general, we believe that the basic, 
fundamental needs, all of the needs, of the people must be met if their 
full potential is to be realized. And if they are to be wholly contrib- 
uting members of society this must be done. 

However, we realize also that in order to study the problem thor- 
oughly, it must be broken down into several parts and there is validity 
in considering the problems of the aged. For this reason, we have 
broken our material down into seven major areas. 

At this point, I think I can combine my reaction to the testimony 
this afternoon because we heard in this testimony some 19 people come 
before the microphone, and, in general, they spoke of 4 major areas. 
They spoke of the economic problems which are confronting this 
group, some of the terrific economic problems. They spoke of their 
difficulties around employment, housing. The need for adequate, de- 
cent housing was repeated many, many times. 

They mentioned, also, their interest in, and their need for, recrea- 
tion, leisure time activities. It was very interesting to me that around 
this particular point, many of those who testified were testifying to 
good recreation leadership, which they themselves were receiving and 
giving as they spoke of their participation in such activities as the 
Junior League centers, the drop-in centers at the UAW-CIO, and 
so forth. 

Now, to this list, which I have already mentioned and which was 
spoken to so eloquently, so forcefully, so logically by these 19 people, 
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the National Association of Social Workers would add only two others. 
I think I touched on 5. 

One is the need for professional education for all of these activities, 
which has been mentioned. The second additional point is the need 
for research, not just the statistical type of research which we have 
had so much of, the head counting, but research into greater knowledge 
regarding the dynamics, the behavior of the aging person, research 
also into better methods for dealing with the aging group. 


INTERRELATIONSHIP OF PROBLEMS 


Health was mentioned many, many times and I think that the mat- 
ter of health in the testimony we have heard illustrates also the fact 
that all seven of these points which I have mentioned are really inter- 
related and interdependent. I want to make this one series of points 
and that is that no matter how good the medical facilities are, no 
matter how far we advance in medical science, full advantage of med- 
ical resources cannot be taken unless they are underpinned by full in- 
come, adequate income to maintain people on a healthy and decent 
level. Full health cannot be natinetied and achieved unless people 
are decently housed. If they are not, their health is undermined and 
undercut. 

From a mental hygiene point of view, health can be maintained 
only when people have the therapy, if you wish to call it that, of good 
leisure time, recreation activity, and the therapy of work, if they so 
desire and are able to work. 

All of these things are intertwined. Each one of these areas, health, 
economics, employment, housing, recreation, education, and research 
are completely interdependent. One cannot be done adequately with- 
out adequate work in the other six. 

Thank you. 

Senator McNamara. Thank you very much. 

Our next panelist is Mr. Robert Hastings. The record indicates 
that he is representing Smith, Hinchman & Grylls Associates, who are 
architects and engineers, but I know of his work, his church work 
through the Presbyterian Village, and other activities, so that he is 
qualified to speak on all the phases of the problems we are concerned 
with. Weare very glad to have you here, Mr. Hastings. 

Go right ahead. 


STATEMENT OF ROBERT F. HASTINGS, SMITH, HINCHMAN & GRYLLS 
ASSOCIATES, INC. 


Mr. Hasttne. Thank you very much, Senator McNamara 
members of your committee. I would like the opportunity of 
mitting this written statement at the appropriate time. 

Senator McNamara. We will make it part of the record now in its 
entirety, at this point. 

(The prepared statement of Mr. Hastings follows :) 


and 
sub- 


PREPARED STATEMENT OF RoBERT F’. HASTINGS 


Mr. Chairman and committee members, my name is Robert F. Hastings, execu- 
tive vice president of Smith, Hinchman & Grylls Associates, Inc., of Detroit, 
Mich. 
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My concern for the problems of the aged and aging has developed over a period 
of years through a (1) professional interest as a member of the American Insti- 
tute of Architects and as the architect for numerous facilities for the aged in- 
cluding Presbyterian Village of Detroit; St. Anne’s Mead, Bloomfield Hills, 
Mich.; Presbyterian Village, Syosset, N.Y., and others; (2) a lay interest as 
president of the board of directors of Presbyterian Village of Detroit; (3) a 
civie interest as a member of the Metropolitan Detroit Committee on Aging and a 
member of the Advisory Committee on Aging to the Housing and Home Finance 
Agency in Washington, D.C.; and (4) a personal interest as a middle-aged 
person who would like to be prepared for the period of forced retirement. 

We are just becoming aware of the seriousness of the problems aged persons 
face in our changing social structure. Private and public agencies are beginning 
to try to define problem areas, search for solutions, and experiment with projects 
designed to meet limited areas of need. Local, State, and Federal governments 
are assisting in “housing” with FHA and public housing; in “income mainte- 
nance” through social security and old-age assistance; in “health problems” with 
Hill-Burton funds, the Visiting Nurse Association, and Public Health Service; 
in “employment problems” with State and Federal employment agencies; and 
in “edueation” through adult education in public schools and universities. 
Religious, civic, and fraternal groups are developing activities and programs 
for the aged, homes for the aged, nursing homes, drop-in centers, and so forth. 

Although these programs are steps in the right direction and meet many areas 
of great need, they are only meager steps toward defining and solving the 
many problems of the aged. Your committee will certainly be urged by many to 
expand Federal assistance to the aged, particularly in the areas of income main- 
tenance, hospital and nursing and medical care. 

To date much of the effort in housing has been to provide nursing homes, 
homes for the aged, villages or communities for the aged. These serve a very 
real need when they are well managed so as to permit and encourage the elderly 
to maintain maximum independence. They must be more than a place to sleep, 
eat, rock, and decay. Many more such facilities are required. 

The writer is most intimately related to the planning and operation of Pres- 
byterian Village of Detroit. This is a village for elderly people, planned to 
include a variety of types of housing and services to meet the needs of the 
elderly citizens in varying states of health from those who are well to those who 
are infirm and ill. The master plan for the village includes single residences, 
one-bedroom and two-bedroom apartments, studio apartments, hotel-type accom- 
modations. In addition, medical and nursing care facilities are made readily 
available to the residents of the village and to the community whenever possible. 
Through the assistance of our churches, the University of Michigan, and other 
interested professional people in the Detroit area, we have developed a health, 
educational, and activities program to help elderly people live healthy, active 
and meaningful lives. Although we have a nursing facility for 12 people, we 
have never had more than 3 or 4 out of approximately 70 village residents re- 
quiring this nursing care at any one time. As yet we have had inadequate ex- 
perience to prove our point, but we believe that our outpatient clinical services 
and our overall health and activities program have helped our guests live 
healthier, more active, and meaningful lives. Having gained experience in re- 
habilitation and health care, we are now planning a large medical-nursing 
facility which will include outpatient medical and rehabilitation services in ad- 
dition to full-time care. We are also expanding the housing facilities for the 
aged in good health. We are purposely building in stages as we gain experience 
and develop staff and program. Ultimately 500 to 600 people will live at 
Presbyterian Village. 

To assist the great majority of the aged, however, we must find a way for 
them to remain in their own homes, apartments, and neighborhoods. We must 
also assist them to live well adjusted, purposeful lives. “If you can’t have 
something to live for, you die and become a walking dead person,” said an 
elderly woman after entering her life of forced retirement. She went on to 
Say, “I retired and went to Florida for a month and came back to my haven— 
my home. Suddenly everything began to close in on me. I began to stare into 
space—stopped reading—was afraid I was losing my mind—had chills—could 
not eat—revolted—I was sick.” In this instance, this woman needed no finan- 
cial or medical assistance. She had to develop inner spiritual resources. She 
had to find a “reason for living.” Loneliness, isolation, insecurity were not as 
prevalent when families were tied close together. The void left by the changing 
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family pattern must be replaced by a new sense of neighborliness. Something 
must be found to “take the place of the old fire escape, the front stoop, the 
cracker barrel, the country store, the family reunion.” 

We should reevaluate the physical, economic, social and spiritual aspects of 
our neighborhoods and society. In the past we planned and built communities 
and society on the assumption that all but a small number of older persons and 
a large number of school age children were active, self-supporting, producing 
people. Stores, schools, churches, theaters, libraries, recreation centers, medi- 
eal centers, transportation systems were rarely oriented to a group over 65 years 
of age. 

Now, however, we are developing three major and distinct groups in society 
identifiable by age and wealth produced, namely, (1) the generally nonproduc- 
tive under 20 years of age, the (2) productive group between 20 and 60 years 
of age, and (3) the generally nonproductive over 60 years of age. We are 
dividing our society into groupings of approximately 20 years, 40 years, 20 
years. This basic social and economic fact must be examined to determine 
whether it is right and good to continue to develop a society where people are 
forced into a rigid pattern of 20 years of preparation, 40 years of producing, and 
20 years of retirement. Obviously if we are going to rely on the middle-aged 
group to produce our material wealth, and if we are going to spend life after 
60 in forced retirement, we must completely reorient our thinking. Our wealth 
will have to be accumulated during the producing period to support us during 
the other half of our lives. We will also have to develop spiritual, cultural, 
physical and mental resources within ourselves to carry us through these latter 
years and make retirement worthwhile. This forces us into a complete re 
appraisal of the need for individual savings, annuities, trust funds, retirement 
plans, old age assistance, social security, health insurance, taxes, etc., and a 
complete reappraisal of our spiritual and cultural values. 

It is encouraging that the U.S. Senate in addition to many other governmental 
and private groups is searching for basic information in order to determine the 
part that each should play in helping all of us to make this transition toward a 
new social and economic pattern. It is hoped that the Federal Government will 
encourage and assist State and local governments, organized labor, business and 
religious, social and fraternal groups to assume their responsibility for carrying 
out educational programs among all age groups on the “Problems of the Aged 
and Aging ;” for assisting the elderly in problems of income maintenance, hous- 
ing, health, medical and nursing care, spiritual guidance, counseling, recreation, 
ete.; for providing neighborhood and community services and facilities to serve 
this relatively new social, political and economic group. 

The major responsibility should rest at the local community, neighborhood 
and family level with the church assuming the most basic responsibility to the 
individual, namely, that of developing inner spiritual resources. This is the 
most important resource for eliminating loneliness, isolation, and insecurity. 


To comment on some of the statements that we heard a little while 
ago, I am particularly impressed with those that relate to this concept 
of the neighborhood development. The reason that I am is that we 
have spent a great deal of time at the United Community Services 
econhs a subcommittee of which I am a part, studying this matter 
of housing the aged as related to neighborhoods planned to serve the 
aging. In addition, the writer has also had the experience of plan- 
ning a complete neighborhood for the aged at Presbyterian Village of 
Detroit. We have learned that such villages are wonderful pioneer- 
ing projects. They help to open the way and show us the many prob- 
lems that are involved, and they help us to see that it is more than 
just a-roof-over-their-heads sort of a problem. People come to a cer- 
tain age where they require a little care, not hospital care, but. care. 
Then, later they gradually need more and more care. 

Now, at present our society really isn’t established and isn’t set 
up in such a way that we can properly care for people as they pro- 
gressively become infirm. They either stay in their own homes, or in 
apartments, or they go to a nursing home (and, by the way, so many 








———— ee 


ee 





THE AGED AND THE AGING IN THE UNITED STATES 2117 


of these are quite poorly planned and managed for a number of 
reasons, economics being one of them), or they must go to a general 
hospital. We will never be able to build enough general hospitals to 
take care of these aging people and general hospitals are not required 
for a big portion of the illnesses which they contract. 

But getting back to this matter of neighborhood development, cer- 
tainly the UAW is to be commended for its pioneering work in this 
particular field. It would seem that if imtiieh of attempting to build 
frendveds and hundreds of Carmel Halls or Presbyterian Villages, or 
nursing homes, we should find a way for the aging to remain in their 
own homes, apartments, and neighborhoods. Remember that in the 
past our life span was basically divided into two portions, the first 20 
years when we were nonproductive and the next 40 or 50 years when 
we were productive. You didn’t have a third span of any importance. 
Now, however, we have really three basic stages to our life: the first 
20 nonproductive years, the second 40 or 45 productive years, and the 
last 20 or 50 nonproductive years, a period in which we must live on 
our earnings of the past, or live on the income obtained through social 
security, old-age assistance, or similar assistance programs which 
have been suggested in this meeting, and I am sure in every other one 
of your meetings. 

NEIGHBORHOOD DEVELOPMENT 


We must help these aging people live right where they are, instead 
of dislocating them. Every panel I have participated in has indi- 
cated that elderly people want to stay where they are. They do not 
want to move, even to Presbyterian Village, of which I am so proud, 
unless they have to. And I believe when you think it through soberly, 
you will find that their basic reason when they do make a move is to 
attempt to achieve more security. This is behind it all. Now, why 
can’t we give them some of that in our neighborhood by beginning 
to develop more of these Drop-In Centers, by beginning to develop 
medical and nursing facilities available at a level and at a scale below 
that of a general hospital, so that the costs can be reasonable. Why 
can’t we begin to find a way to make use of these voluntary workers 
that came forth here today, for example, “meals on wheels” and the 
visiting nurses help. I am sure our good doctor friends over 60 or 
65, if they were challenged would be willing to do a neighborhood 
job in the way of medical care of elderly people. 

We need help from our governmental agencies—local, State and 
Federal. I hope that we use it very judiciously and that first of all 
we try to do the job ourselves for there are many areas where we 
do not need governmental assistance. We can start by taking a look 
at our concept of the neighborhood and by bringing ourselves up to 
date. We should develop our neighborhoods for three periods of 
life, instead of two. 

Senator McNamara. Thank you very much, Mr. Hastings. I 
think your three periods of life is sort of a new statement. We have 
an had that before and I think you have added a great deal to our 
learings. 

I hope we will have time to add a little bit more about the Presby- 
terian Village. You have told me scme wonderful things that took 
place there. I would like to relate, maybe later, your experiences 
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with the sick bed unit you had in your first group of buildings there. 
I do not know whether you have expanded it since or not. Do you 
want to mention it now! 


PRESBYTERIAN VILLAGE NURSING UNIT 


Mr. Hastings. I might make this point. We attempted to develop 
a facility basically for the well aged, because most of the aged are 
well, in varying degrees of being well. True, they are not as well 
as they were in their forties. So we developed apartments, single 
homes and hotel type of accommodations. But we also recognized 
that these people would become sick, so we developed a nursing unit, 
or convalescent unit, with 12 beds and we reserved those 12 beds for 
the guests at Presbyterian Village. We have about 70 guests there 
now and soon we will double this number. We operated the nursing 
unit for about two years at a loss because we did not have enough sick 
people to fill our nursing unit. We think that one of the reasons 
for this is the wonderful assistance we have been getting from the 
University of Michigan on our rehabilitation, occupational therapy 
and physiotherapy programs, our crafts program and so forth. These 
are attempts to give the people a reason for wanting to live, because 
we find that unless people have a reason for wanting to get up in the 
morning, they become progressively ill. 

Senator McNamara. I thought that was a very startling fact that 
was brought out that you never had anywhere near the need that 
you estimated. It was largely due to the fact that you gave people 
something that really interested them and they wanted to get back to 
their entertainment, or occupational therapy centers in connection 
with your village. 

Mr. Hastrnes. I do not believe we have had any more than three 
to five people at any one time requiring this nursing facility to date. 

Senator McNamara. This is the real point. 

Mr. Pickering, will you take it up from there? 


STATEMENT OF JACK PICKERING, DETROIT TIMES 


Mr. Pickertne. You have me at a disadvantage. My job is going 
around listening to Senators and not vice versa. 

As a reporter, I am not supposed to have any opinions. I would like 
to say that Mr. Hastings touched on some of the things that have been 
going through my mind and one in particular in this matter of medical 
care. 

As a reporter, I have had a great deal to do with the medical profes- 
sion. It depends on which side I am talking to, which side I am mad 
at. I am not saying which is which. But I think there is a most 
enormous misunderstanding between the public and the doctors that 
exist in our society. 

The question occurred to me, would it be possible where we have 
groups or societies of old people for them to organize, perhaps, rather 
small committees, but committees charged not only with knowing the 
needs of their members but having some contact with the members of 
the medical profession, to try to bridge a gap that should not be there. 
I do not believe myself that there would be half the trouble or a quar- 
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ter of the trouble over not being able to get a doctor, if only we were 
using what is available. 

I think that is true, too, that we simply do not have enough doctors 
in this country and I think that might well become part of someone’s 
consideration, very close to your committee. It is being considered 
elsewhere, but I do not know about here. 

One other thought, and I have wrung my brains out completely for 
you, Senator. I wonder if we are missing one major thought in this 
whole consideration of the problem of the aged and aging. It goes 
back to something like this: What we have we must produce. We 
must produce it, our children must produce it, our parents must 
produce it, the public must produce it. We have a Nation that needs 
so many things. This is an auditorium largely filled with people who 
need things and an auditorium largely filled with people who are not 
able to produce, or I won’t say not able to, but they are not in a posi- 
tion where they can produce. Something deeper aa merely getting 
old is involved here. We still need things and we still have people 
who are not working. Something very deep is wrong. 

Senator, that is it. 

Senator McNamara. Thank you very much, Mr. Pickering. I think 
that is a challenging statement that there should be some sort of 
liaison between the medical profession and the people of our society 
who need medical attention. I think that role has been largely filled 
now by, perhaps, the press and such people as you represent, the radio 
and television. I think the fact that you are just up here as a member 
of the press expressing this idea is very helpful and it is a new idea as 
far as I am concerned. I think it would be good for everybody in- 
volved and may be best of all for the medical profession, if they did 
have this kind of liaison. Thank you. 

Dr. Hirschfield is the chairman of the Committee on Aging, Michi- 
gan Society of Neurology and Psychiatry. 

Doctor, we are glad to have you here. Will you comment, please? 


STATEMENT OF DR. A. H. HIRSCHFELD, CHAIRMAN, COMMITTEE 
ON AGING, MICHIGAN SOCIETY OF NEUROLOGY AND PSYCHIATRY 


Dr. Hirscuretp. Thank you, Senator. I am grateful to Mr. Pick- 
ering for some of the things he has just said because I have been waiting 
for someone to put forth some concepts on which I could comment 
comfortably. However, before I do that, I would like to say I have 
always felt what I thought was a pardonable pride in being a physi- 
cian. Yet today, as I have heard these many people complain against 
my colleagues, for the first time in my life, I have a tendency to duck 
my head in shame. 

What Mr. Pickering has said about the poor communication be- 
tween the medical profession and the public seems to bear upon this 
subject. I, too, am ignorant as to why this liaison between our pro- 
fession and other people is so bad. Let me give you an example of 
what I mean. Many of the people who have spoken today have indi- 
cated that they could not get physicians and could not get them for the 
amount of money they could afford to pay when they did reach them. 
Still, there is a panel of doctors at the Wayne County Medical Society ; 
these men are entirely willing and able to be at anyone’s door in the 
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entire city of Detroit in no more than 20 minutes. This has received 
publicity many different times and yet I am perfectly certain that 
most people do not know about it. I would like to explain further 
that all of these physicians are in private practice and they take these 
calls under the same circumstances as does anyone else who is in the 
private practice of medicine. I can inform you that I sat on the 
ethics committee of this society. Some years ago one of the things 
this committee decided was that we would ask each young doctor as 
rr came into the society to spend 2 years on this panel, and all of them 

0 so. 

When I think about this service and about the fact that people 
could get medical treatment just for the asking by picking up the 
telephone at any time of day or night, I begin to feel a little less 
ashamed than r felt when I began to make this statement. There 
are many other examples, far too numerous to even begin to discuss 
in the limited time that I have available here. 

There is another matter of which I think at this moment. When 
I look around in this room and see the many older people who are 
gathered here, I think this: There are probably 20 individuals in 
this very room who are suffering from diabetes or have certain types 
of heart disease, who would not. be here today were it not for the re- 
search that these same physicians about whom we are speaking have 
done in the last year. And when I think of such things, Senator, I 
am not so ashamed any more that I am a physician. 

Now, I would like to go a little bit further and clarify one thing 
that has been said here and to clarify it fully if Ican. A man from 
Indiana has spoken and he has talked about the actions of the physi- 
cians who participated in various American Medical Association 

anels of geriatrics. It seems to me unwise and unfair that I should 
Tet his statement go unnoticed. What this gentlemen said amounted 
simply and without euphemism to plain outright lies. It is com- 
pletely untrue that the doctors who participate in these panels on 
geriatrics throughout the country are trying to doubletalk and to fool 
anyone. I myself have taken part in these panels and I can tell you 
they usually take about 6 months of preparation; they are entered 
into very seriously by a group of men who in most cases take their 
own time and money; and their ea is to investigate, elaborate, 
and explain some of the problems of aging people and how to deal 
with them as effectively as possible. Any statement that this is un- 
true is as bad as saying that unions are all bad and all of you know 
that this is not so. 

I would like to say one more thing before I conclude. Taking 
all elderly people and lumping them together as a class is an un- 
sound approach and is bound to look forward toward a nirvana 
which we cannot find. People who are older citizens have in common 
just one ora larer advanced age than any other group of the 
population. Since they are people, they need to have the thin 


which our panelists have pointed out, reasonable housing, reasonable 
incomes, and as much opportunity for good health as can be obtained. 

Beyond this, I would like to point out that, as other psychiatrists, 
I have had the opportunity to work with people who have many 
millions of dollars, yet they come into my office sometimes every day, 
because they are so unhappy. On the other hand, I have the experi- 
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ence of knowing neighbors who have next to nothing and yet they 
were happy. I know that real pleasure comes from satisfaction, and 
that satisfaction comes from effort. The sources of greatest satis- 
faction is anyone’s life are the love that we give to and receive from 
those who are close to us, and the feeling of satisfaction that comes 


from a job well done. One may be 90, but he is still a person and 
needs to have satisfaction. 


A great deal is known about such basic reactions of people and I 
cannot help but feel that this committee would be happy indeed if a 
prolonged conference reviewing these basic understandings could be 
arranged with the physicians who have studied in this discipline. 
Of course, I am referring to psychiatrists. Out of this might come 
something which would be most constructive and not necessarily very 
expensive. We feel very strongly on a basis of research-proven facts 
that attention to the needs for love, the needs for satisfaction, and the 


relief of isolation might lead to a very profitable solution of the prob- 
lems we are discussing. 


Senator McNamara. Thank you, doctor, your prepared statement 
will be incorporated in the record. 
(The prepared statement follows :) 


PREPARED STATEMENT OF THE MICHIGAN SOCIETY OF NEUROLOGY AND PSYCHIATRY 


Mr. Chairman and members of the subcommittee, the Michigan Society of 
Neurology and Psychiatry welcomes this opportunity to testify before the Senate 
Subcommittee on Problems of the Aging and the Aged. We are particularly 
grateful to be able to describe the mental health problems which confront older 
people. In addition, we are pleased to report that our research in our discipline 
dramatically underscores the American political assumptions of the dignity and 
value of the individual. 

This concept immediately brings out our first point: It is with some concern 
that psychiatrists hear so many references to the problems of aging people as 
a group. We are really talking about people, persons who are as individual as 
any others. These folk happen to have one characteristic in common, aging, 
but they are still individuals and very different from each other. The retired 
clergyman with a doctoral education has as much and as little in common with 
the retired plumber as do similarly committed men of a different age. Older 
people have feelings about this: They want to remain distinct persons and not 
be treated as examples of the aging process. One of our committee on aging 
recently visited a home for the aged and met a lady whose admonition was, 
“Doctor, can’t you people do something to make us a little less like museum 
pieces?” 

We believe, therefore, that any anticipated panaceas derived from studies of 
the problem of the group cannot be realistic. All that we can say must be 
tempered by this reservation. 

Many plans for dealing with the problems of aging are predicated on the 
supposition that older people are all infirm and uncomfortable. A very illumi- 
nating study on this question was made by Dr. Ethel Shanas of the University 
of Chicago. According to her survey about 3 or 4 percent of the older population 
is hospitalized. About 10 percent more are quite ill, with the largest group of 
them past 75. Among all the others, less than 50 percent had even consulted a 
doctor within the 6 months prior to questioning. Furthermore, a large propor- 
tion of the older people felt they knew more about themselves than doctors did, 
unless they were acutely ill. 

With these facts in mind, we wish to discuss three main groups of problems 
confronting older people. First, we would like to present some of the issues 
facing the healthy person. 

As psychiatrists we have increasingly dealt with the problems of well people 
in allage groups. This is in keeping with the general precepts of medicine which 
constantly guide us toward prevention in contrast to cure. For the purposes of 
this presentation we have selected five characteristics of life situation which 
apply particularly to older people. 
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First, probably the most significant psychological problem of aging is isolation. 
Recent studies in space medicine and other areas have indicated that isolation is 
capable of producing mental disease in otherwise perfectly normal people who 
are young. In younger people, if such experiments are short-lived and if the 
conditions are charged toward normal, then the mental disease is aborted. If 
the same stimuli are given to older people, who are less resilient, if the isolation 
is continued over a long period of time, the results appear to become irreversible. 
Certainly, one of the first recommendations to be made could be encouragement 
and financing in research for methods of dealing with the isolation of age in 
our society. 

The second problem confronting the healthy citizen is satisfying his need for 
productive activity. All psychiatric research has indicated that the two primary 
pleasures of life come from giving and receiving love, particularly from one’s own 
family, and from the satisfaction of a good job well done. All kinds of observa- 
tions available in scientific literature indicate that idleness is the destroyer of 
integrity. It would seem certain that prior testimony to your committee must 
have emphasized repeatedly that the loss of opportunity for productivity through 
compulsory retirement rules and laws is basically unsound. If it is necessary 
that people not be allowed to continue in certain kinds of work, then an elaborate 
research program to discover the means, the methods, the procedures, and the 
types of avocations to which retirees can devote themselves would be highly rec- 
ommended in terms of scientific knowledge. 

A third matter disturbs all older people, insofar as they are products of our 
culture. Some societies are oriented around the past, like the Chinese Mandarin 
culture. In these civilizations older people, far from being a burden are almost 
worshipped. Each other culture has its own individual characteristics, but ours 
is best described as one which is forward looking and whose entire emphasis is 
on the future. Under such circumstances people with little future whether they 
be young neer-do-wells or criminals or whatnot are looked upon with a general 
air of derision. Dr. Jack Weinberg has repeatedly pointed out that normal older 
people in America perforce fit into such a category. 

In psychiatry we have learned that when a person sees undesirable charac- 
teristics in others, he hates himself when he acquires that same quality. This 
is what happens to our aging people. Viewed from a sociological rather than 
a psychological vantage, they lose status with themselves. Urgently needed are 
researches to determine the factors involved in creating and dealing with such 
prototypes. 

At this point in discussing the problems of the older citizens who are well, we 
come to one of the most crucial and disturbing questions of mankind. One can 
assume that volumes of testimony can be taken in a committee such as this on 
the question of the security which an older citizen requires. The easiest and 
most obvious answer to such a problem is that these people require a certain 
amount of material guarantee and protection. As obvious as this is, the proposi- 
tion is untrue. Every physician’s office and every minister’s study is the scene 
where many people who have abundant material possessions flock because of 
unhappiness. While none is naive enough to suppose that people who are hungry 
are happy, it is the undeniable conclusion of all men who work in this area that 
the guarantee of the security through material well-being has little or nothing 
to do with happiness or with a useful life. Here more than anywhere else do 
men need mature thinking. Psychiatric research and experience indicate that 
pleasure comes from satisfaction. Satisfaction cannot come without effort. We 
all know that the good parent helps the child to get things by his own effort; 
this helps him to gain strength and maturity. The same stimulation brings the 
same result in later years. Studies so far indicate that both minds and bodies 
which are trained well to make effort suffer less from senescence than those 
which are not. Further understanding of these principles could save great 
heartbreak. Catastrophe can follow precipitous governmental attempts to give 
more material protections which will fail in their goal. 

The fifth group of problems which confront these people have to do with free- 
dom and privacy. One of the strong recommendations that psychiatrists would 
offer in terms of keeping older people who are well in a healthy state would be 
to give them the maximum reasonable amount of freedom in their living and 
the maximum reasonable amount of privacy. This applies particularly to hous- 
ing which is a matter of considerable interest at this time. We should like to 
recommend that residences for older people at a reasonable rental be made avail- 
able. The first of these should be university-sponsored projects because under 
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these circumstances the maximum benefit could be researched by nearby com- 
petent people. Costly mistakes could be minimized. 

Other problems exist for the aging citizen. However, it seemed that a com- 
plete list had no advantage. Rather, it is hoped that the foregoing material 
would illustrate our basic recommendation for people who are well. We believe 
that enough scientifically valid material exists now so that many carefully 
thought out beginnings can be made in preventing several types of mental deteri- 
oration, the basic enemy which grows with age. In addition, points requiring 
crash research programs are suggested and recommended. 

Having commented on prevention, attention can turn to treatment; 10 per- 
cent of the aging are sick and 4 percent are hospitalized. What can be done 
with the sick? 

The patient who does not require hospitalization has a difficult situation. In 
this of all areas, medical knowledge has not reached the degree of sophistication 
which should be demanded. Nor is research in this area going on as one would 
hope to see it. Here is a virtual no man’s land which should be vigorously at- 
tacked. There are few courses in medical schools today in geriatrics, and there 
are almost no opportunities for medical students to study the chronically ill who 
do not need hospitalization. Great university hospitals dot the land, and here 
people with severe or acute disease are studied by myraids of experts with their 
queues of students. It is to be hoped that a similar solution of this problem may 
possibly be effected by this committee through discovering a way to provide large 
housing projects for the aged in close association with the universities where it 
might be possible to utilize the medical, the psychological, the sociological, the 
anthropological, and other faculties. A tremendous advance in knowledge in this 
area could be brought about by making possible such a physical situation. 

The next consideration may seem paradoxical but is not. While research and 
learning are quite probably going to take place in large clinics within the areas 
of university hospitals, an entirely different circumstance must be understood 
and sponsored elsewhere. Once the knowledge of how to take care of these 
patients becomes more complete and more widely disseminated, a sponsorship 
should be arranged for the privately practicing physician with his direct contact 
with the patient. The reason for this is simple: To be cared for by one we 
know, to see him in our home environment is to have comforts which cannot be 
offered by a clinic. Historically the art of medical practice which has helped 
families through the difficult hours has been in the hands of the experienced 
practitioner. 

Chronie illness brings many problems which require both help and under- 
standing. Agencies to supply these already exist, but are either underdeveloped 
or not well known. Public health nursing agencies and social service organiza- 
tions are examples. The latter are particularly important if they can revert to 
dealing with social problems of their patients instead of trying to do psycho- 
therapy. Also, it would seem that expansion of night call and reduced-rate panels 
of physicians should be more readily available or better known, whichever is the 
case in a given locality. 

All of these comments are made from the point of view of the patient’s emo- 
tions. Knowing that these services are available greatly reduces the anxiety of 
the ailing. 

With hospital care we must consider three categories, general, convalescent, 
and mental hospitals. General and convalescent units may be discussed to- 
gether. Modern hospital practice envisages these as being close both physically 
and administratively. From the point of view of psychological medicine, the 
nursing home prison of yesteryear is destructive to the patient. Rather, a con- 
valescent-rehabilitation center, staffed by people with skills and hope is doubly 
advantageous because the patient senses quickly that he is no longer being shoved 
out of sight as effectively as possible. 

On the other hand, with suitably expanded convalescent facilities the older 
patient who has passed the acute phase of his illness does not need to remain in 
the general hospital. The busy nurses who are needed to care for acute surgical 
and medical illness no longer have to ignore the oldster who finds himself vying 
for attention. Instead, he will have occupational and recreational therapists, as 
well as specialists in rehabilitation to help him. 

Facilities so organized and planned would represent good psychiatric care. 
However, formal psychiatric care as such would not be needed except consulta- 
tively. Studies in hospitals where this type of procedure is used show that costs 
are reduced because hospital time is less. If this committee’s studies can deter- 
mine methods to promote such advantages, hospital costs can be reduced. 
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A few words must be added about the mental hospitals. In the first place, the 
mental hospital as it is known today must be considered an anachronism. Very 
large buildings, often located far from the patient’s home almost certainly con- 
tributes to the older patient’s illness. The closer these people are to their own 
families, the more likelihood there is of their approximating normal function, even 
if hospitalization is required. The closer they are to their own communities, the 
closer they are to either day or night care, modern concepts which seem now to 
have proven their worth. In addition, most State hospital psychiatrists agree with 
those in private practice that the wastage of expensive space and expensive 
specialists when older people are placed in ordinary large State hospitals is 
enormous. In the State of Michigan, for example, where something like 35 per- 
cent of the approximately 25,000 inmates of the mental hospitals are 65 or older 
and where the number becomes almost double when the age of geriatrics prob- 
lems is considered to be 59 or 60 serious problems have developed. Normal treat- 
ment of mental disease in younger patients becomes very difficult because of 
pressure to give old patients the beds. Yet, as noted above, the physical condi- 
tions in these hospitals are such that we are inclined to question their value to 
older patients. 

Because of the nature of this report, this material is necessarily synoptic. 
But we hope it conveys the considered feelings of the undersigned. Older people 
are individuals, and their problems can only be met by dealing with them as 
such. If they are well, they face certain psychological problems about which 
much is known. Aid ean be given them on a basis of this knowledge, and re- 
search for greater understanding is also suggested. 

If older people are ill they need broader help from the local community, and 
several suggestions for this are submitted. If they are ill and hospitalized, 
whether for physical or psychiatric reasons, suggestions for improvement of care 
are made. 

The Michigan Society of Neurology and Psychiatry and its representatives 
thank the Senate subcommittee for this audience. 


Senator McNamara. I think you gentlemen of this panel, each one 
individually has made a great contribution in terms of points which 
I have previously not encountered. And, overall, I am sure you have 
made a great contribution to our record. 

Do you want to discuss anything further between you or are there 
any further questions? 

If not, gentlemen, we appreciate your being here. 

Thank you very much. 

This concludes our hearing for the day and we will reconvene to- 
morrow in the same room at 9:30. 

Thank you. 

(Whereupon, the hearings were recessed, to reconvene at 9:30 a.m., 
Friday, December 11, 1959.) 
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THE AGED AND AGING IN THE UNITED STATES 
(Detroit, Mich.) 


FRIDAY, DECEMBER 11, 1959 


US. Senate, 
SUBCOMMITTEE ON PROBLEMS OF THE AGED AND AGING, 
OF THE COMMITTEE OF LaBor AND PusLic WELFARE, 
Detroit, Mich. 

The subcommittee met, pursuant to recess, at 10 a.m., in the Com- 
munity Arts Center Auditorium, Wayne State University, Detroit, 
Mich., Senator Pat V. McNamara presiding. 

Present : Senator McNamara. 

Committee staff members present: Stewart E. McClure, chief clerk; 
G. Fritz Randolph, minority staff member. 

Subcommittee staff members present : Sidney Spector, staff director ; 
Dr. Harold Sheppard, research director. Also present: Robert Per- 
rin, administrative assistant to Senator McNamara, and John Swee- 
ney, legislative assistant to Senator McNamara. 

Also present: Robert Perrin, administrative assistant to Senator 
McNamara, and John Sweeney, legislative assistant to Senator Mc- 
Namara. 

Senator McNamara. The hearing will be in order. 

The first scheduled witness this morning was to be Gov. G. Mennen 
Williams. Due to developments in Lansing, where they seem to be 
having some slight problem with working out tax problems, they 
worked most of the night. He may be in here later today. If he 
does not come, we will see that his statement comes in and we will print 
it in its entirety in the record at this point. 

(The prepared statemtn of Gov. Williams follows :) 


PREPARED STATEMENT OF Gov. G. MENNEN WILLIAMS 


The subject of aging is one of tremendous concern to a large majority of 
Americans, whatever their age. The Senate subcommittee on Problems of the 
Aged and Aging is to be congratulated on the magnificantly thorough job it has 
been doing in this field. 

Our nearly 16 million senior citizens stand to benefit directly from your search- 
ing labors. But more important, America will benefit, indeed has already bene- 
fitted from this manifestation of concern for a group we have too often neglected. 

Human dignity does not stop at age 65 or 68 or 70. The problems of our aged, 
although it took us a long time to realize it, are the problems of all of us. Let 
ine urge now, that the U.S. Senate make it an early order of business to renew 
the charter of your subcommittee. 

We live in an age that glorifies youth. “Drink from the fountain of youth” 
is the implicit promise of peddlers of fake drugs, vitamins, nutritional products, 
hair restorers, sex hormones, dietary compounds and the like. And they get 
away with it because we are told, warned, cajoled, that youth is the best time 
of life. It is hammered into us. 

Our television programs, advertisements, popular literature—our -culture, 
glorifies youth. And concomitantly, it has tended to relegate our aged to a sec- 
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ond-class status. This national attitude reflects a topsy-turvy sense of values, 
Only occasionally are we reminded of the supreme virtue of age and wisdom. 

Winston Churchill once observed, “One of the distinguishing marks of great- 
ness in a nation is the manner in which it meets its responsibility to its older 
people.” Your committee is helping to put America back on the path to great- 
ness, a path which, in recent years, we have not always followed. 

In the past 25 years we have made significant progress in providing for our 
senior citizens through income maintenance programs such as social security, 
old-age assistance and supplementary private pension plans. But the fact re- 
mains that senior citizenship in America today is second-class citizenship at best. 

The great majority of the nearly 16 million Americans over 65 are living out 
their lives on drastically reduced incomes; without adequate health or hospital 
insurance protection; without such chance of supplemental income through em- 
ployment; and without proper social, educational and recreational services in 
the community. 

And let us remember that the late years often hold the prospect of social 
isolation, loneliness and desolation; relatives and friends pass on and mobility 
is diminished by chronic disease and disability. 

It is encouraging that all of the modern insights of social gerentologists teach 
us one major lesson: That the aged are basically like anyone else: They have 
the same needs—to love and be loved, have recognition, status, a sense of dig- 
nity, respect and usefulness, and food, clothing and shelter. 

The experts tell us that aging isn’t a disease. Biological decline, yes; but 
it can be accompanied by social and psychological growth. Thus we have come 
full circle. But this we should have known all along. Perhaps the current gen- 
eration of senior citizens is long on practical experience and short on specialized 
education, but basically they cannot be classified as “over 65” and then dis- 
missed; they are individuals. Over 65 and a bachelor; over 65, happily married, 
with grandchildren; over 65 and a rabbi; over 65 and a carpenter, who has just 
recovered from pneumonia; over 65 and a three-time widower; over 65 and 
bedridden. 

We cannot and should not ignore the fact that, while the aged have certain 
problems as a class, we will be able to help them only if we recognize that 
their needs are individual. 

The chairman of this subcommittee, Senator Pat McNamara, only 2 days ago, 
issued a magnificent declaration of rights for older Americans. He set forth, 
in 10 succinct points, a bill of fundamental rights for our older people as indi- 
viduals. I don’t think that I or any of the succeeding witnesses could hope to 
improve upon that statement. What I would like to do today is suggest, under 
each of these rights, the specific kind of measure that might be enacted to help 
implement that right. 


(1) Adequate income 


Of every three Americans over 65, one has no income from any source; one 
has an income of less than $1,000; and only one has an income of more than 
that. We can certainly do better than this by way of an income-maintenance 
program for our senior citizens. 

Our social security system was supposed to help meet this situation, but 
increases in cost of living have left social security benefits far behind. Thus 
I recommend that cost-of-living adjustments in social security benefits be pro- 
vided for by built-in and automatic increases in benefits that coincide with 
increases in the BLS cost-of-living index. 

As is, we have cases like the Detroit woman who got a $4 increase in social 
security in February 1959 but whose rent in a public housing project had been 
raised $6 a month as of January 1, 1959. 

We also need a comprehensive reexamination and determination of the ade- 
quacy of the entire old-age income-maintenance system. I recommend consid- 
eration of a flexible retirement age. We might experiment along the lines of 
Scandinavian countries. We could introduce a schedule which encourages work- 
ers to retire early, say 60, when there are too many workers and too few jobs, 
and encourage workers to continue to 68 or 70 when there are too few workers 
and too many jobs. This could be done with an incentives system. I also think 
that serious thought should be given to a basic restructuring of the OASI pro- 
gram to. the end that benefits would be paid out of general tax revenues and 
coverage extended to all citizens reaching eligible ages. This, perhaps, is a long- 
range reform, but I do not think it is premature to study its desirability and 
practicality. 
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We need a similar reexamination of the standards, requirements, and benefits 
under the old-age assistance program. Disparities between States are stagger- 
ing. For example, the average benefit paid in Mississippi in October 1958 was 
$29.64 a month as compared to a high of $112.12 per month in Connecticut. 
And there are other disparities. Thus I recommend that the Federal Govern- 
ment set minimum uniform standards among States governing benefit levels, 
ge qualifications, amount which may be earned, and the like. In passing, it 
is essential that the amount of incidental earnings permitted be increased both 
for decent living standards and to provide additional incentive for living. 


Permit me to discuss items 2, 3, and 4 of the declaration at the same time. 
These are: 


(2) Physical and mental health; (3) Effective financing of medical care; (4) 
A more rapid application of research contributions 

Because the aging and aged constitute a high-risk, high-cost group, private 
health insurance coverage is an unrealistic proposed panacea for the health needs 
of our older citizens. Premiums charged are beyond what can be afforded. 

Thus I recommend, as I have done before, that Congress pass the Forand bill, 
which would provide 60 days of hospital and attendant medical care and 60 days 
of extended nursing home care to all social security beneficiaries. I would favor 
more, but this is an imperative. Various pressure groups, I am told, oppose the 
Forand bill on the grounds that it is “a step towards socialized medicine.” 
Well, it is my belief that the American Medical Association is inviting the 
socialized medicine it deplores when it oppose vital legislation of this nature. 

Today, one out of every four patients in our mental hospitals is 65 or over— 
more than three times their proportion in the general population. Many don’t 
belong in mental hospitals, but we don’t have the facilities to detect those who 
might do just as well in a home for the aged. In this connection let me refer you 
to a story in this month’s Harper’s magazine, which relates this problem in 
poignant detail. 

Therefore, I recommend a program of aggressive research, demonstration and 
technical assistance in the field of mental health for the elderly. In States 
where the resources for geriatric clinics are available, the direction is often 
lacking. 

(5) Decent housing 


Studies show that old people need low cost, specially designed housing. . It 
should include special safety features : these would be such things as minimizing 
falls due to narrow, high-pitched stairways and raised door sills, too many stairs 
and bad lighting. Also, because cleaning is a burden, a compact apartment is 
often desired. 

Yet those over 65 are at a disadvantageous position in the housing market. 
Usually they are stuck in an old house. And if they live in a slum they fight slum 
clearance projects because there is no place for them to go. 

We need and I recommend a national housing program which provides financial 
incentives and leadership to States and local communities so that they will plan 
and build such projects. 

This will ease the whole housing situation as well as help the special problem 
of the aged. It is particularly to be regretted that the President in June 1959 
vetoed a housing bill which incorporated, in a modest way, some of these 
features. 

And may I just say in passing that it has been my observation that our elder 
citizens don’t want to be removed to isolation in the country, but want to be as 
near their old neighborhood as possible. They want to see the movies, the shops, 
the churches, and the people they know. 


(6) Homelike institutional care 


Institutional housing for the elderly is also woefully inadequate in both 
capacity and quality. Standards for nursing homes and homes for the aged in 
most States are largely paper standards and, for the most part, are unenforci- 
ble. Furthermore, little attention is given to the need for good medical care 
and rehabilitation measures which would restore older patients to a sense of 
dignity, self-respect, and self-care. A little recognized advantage of the Forand 
bill (H.R. 4700) is that it would provide a sounder base for financing most nurs- 
ing home care which could result in better facilities and higher standards of 
care and practice. 
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(7) A progressive retirement policy 
(8) The pursuit of meaningful activities in retirement 


As a matter of social policy we encourage retirement. As a matter of social 
psychology, we deplore it. We make the man who isn’t working feel like a 
ne’er-do-well or incompetent. 

We must renovate both community and individual attitudes. Thus, I recom- 
mend a campaign which involves at least three basic ideas and social policies: 

(1) Provision of employment opportunities for those who are able and 
willing to work regardless of their chronological age ; 

(2) Provision of educational opportunities for middle aged and older 
adults to help them prepare for retirement ; and 

(3) Provision of sufficient retirement income and community service for 
retired workers to provide an incentive to retire for those reaching a normal 
retirement age. 

Many companies and a few unions have experimented with one or another 
form of education or counseling service in the field of retirement planning. One 
or two States and a few localities have also offered such programs. Almost 
universally the individuals involved have indicated the programs were worth- 
while; but they also suggest that the programs should start earlier and continue 
later. Interestingly, these programs seem to be appreciated and attended better 
by people in the 35- to 55-year age group than in the 55- to 65-year age group. 

I was interested and encouraged to learn from the Grand Rapids hearing of 
this committee that at least one Michigan industrial firm considers retirement 
preparation of sufficient importance to support such a program for its own 
potential retirees. They feel that the investment they make in retirement for 
their employees is of such a magnitude that measures should be taken to assure 
that the investment is wise and achieves the purposes for which it was designed. 

It seems to me that we might adopt a similar approach to our national social 
security program. As individuals and as a Nation we make a great investment 
in old-age and survivors insurance. We certainly should take an interest in 
protecting that investment, in assuring that it, too, achieves its purpose by 
providing meaningful and dignified retirement for our older citizens. There- 
fore, I urge this committee to consider the use of OASI funds for retirement 
preparation programs for potential benefit recipients. 

One authority has made the novel suggestion—and I think it deserves look- 
ing into—that we need to establish a division of life extension education in 
the Department of Health, Education, and Welfare with necessary funds to 
provide matching grants in States and localities in support of retirement plan- 
ning and education programs. 


(9) Coordinated use of social services 


A survey conducted by the National Planning Council of Chests and Councils 
of America showed that while on the average people past 60 constituted 10 
percent or more of the urban population in most cities, expenditures for direct 
services to this age group constituted less than 2 or 3 percent of the funds raised 
for voluntary services in the average community. 

We need a definitive fixing of responsibility for the planning and coordina- 
tion of services to the aging at all levels of government. Thirty-five States have 
it. The White House Conference, authorized by Congress, should further it. 

But perhaps what is necessary is permanent legislation and an appropriation 
authorizing the establishment of a coordinating and planning staff at the level 
of the chief executive. Such a staff would work at both the Federal and State 
levels. Again, a system of matching grants could be worked out. Experience 
indicates that Federal participation here would stimulate rather than strait- 
jacket. Such a formal identification of responsibility could draw on a continuing 
advisory council of lay and professional people. 


(10) Freedom, independence, and initiative 


Freedom for our aged citizens is as vital as freedom for any citizen. Yet to 
make our aged citizens free we must, in an industrialized urban society shoulder 
certain responsibilities. Freedom to starve for lack of food, or to suffer for lack 
of medical care, is not freedom. 

Therefore, we must invest now in all of the programs I have discussed. 

If the kind of program I have suggested were beyond our capabilities, then 
we might excuse ourselves for not putting it in force immediately. However, 
such a program is not beyond our capabilities. It is well within them. 
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According to our best estimates we now spend about $60 billion a year from 
all sources, public and private, for the full range of our health, education, and 
welfare programs, including older people. This is 14 percent of all the goods 
and services produced in the Nation (gross national product). 

To meet the needs Senator McNamara has suggested in his declaration of 
rights for the aged, we have to increase our investment 50 percent in the next 
10 years—we have to invest $90 billion. 

We can do it. Some months ago I called a conference on economic problems 
facing the country at Mackinac Island. There a group of eminent economists 
agreed that we can and should speed up our growth rate to an annual 5 per- 
cent. And with a 5-percent growth rate we could achieve a 50-percent increase 
in health, education, and welfare investments without changing our present 
investment priorities. 

Senator McNamara. We are fortunate to have Mr. Emil Mazey, 
secretary-treasurer of the United Auto Workers, as our first witness 
today. 

Mr. Mazey, I see you have your prepared statement. We will be 
glad to have you proceed in your own manner, sir. 


STATEMENT OF EMIL MAZEY, SECRETARY-TREASURER, UNITED 
AUTO WORKERS, CIO; ACCOMPANIED BY NATE WEINBERG, 
SPECIAL PROJECT DEPARTMENT, UNITED AUTO WORKERS, CIO; 
AND CHARLES ODELL, DIRECTOR, PENSION DEPARTMENT, 
UNITED AUTO WORKERS, CIO 


Mr. Mazry. Thank you, Senator McNamara. I would like first to 
introduce these two gentlemen. On my left is Nate Weinberg, direc- 
tor of our special projects department of UAW, and on my right is 
Charles Odell, director of our pension department of the UAW. 
These gentlemen are here to answer any technical questions that 
might arise as a result of my testimony this morning. 

I want to say, first of all, I am not going to read this long docu- 
ment because it would take too much time. 

I want to speak off the cuff and highlight some of these points and 
problems. I would like to say, first of all, that I want to commend 
you, Senator McNamara, for conducting these hearings because I 
believe that the testimony that has come before your committee is 
highlighting the need for our Nation to do something seriously 
about the problems of aged workers and I think that in order to get 
the public moving to solve public problems, that it is necessary to 
have as much publicity and spotlight on these questions as possible. 
And I, therefore, believe that these hearings are not only necessary, 
but they will be very helpful in passing the kind of legislation, get- 
ting the kind of community action that is needed in helping solve the 
problems of our senior citizens. 


UNION CONCERN WITH PENSION PLANS 


I would like to say at the beginning that our union, the UAW, the 
labor movement as a whole, for that matter, is not a Johnnie-come- 
lately in its interest in the problems of older people. One of the pri- 
mary factors that made it possible for us to organize the automobile 
industry was the fact that before we had a union people did not have 
any security at all. If a worker reached the - of 40 or above, or 
his hair began to turn gray, the company would lay him off and never 
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call him back to work, because there were no contractual or legal 
rights that the workers had in those days and as a result his job was a 
temporary job at all times. I think it was the search for security 
that made possible our union and one of the securities that our people 
were seeking was job security, to be able to know that they had a job 
and particularly meet the problems of life once they passed the age 
of 40. So that from the very beginning, our union has been con- 
cerned with this problem because we believe that we have to do some- 
thing to replace the system that existed in basic American industry, 
where when a worker reached the age of 40 he was discarded into the 
industrial scrapheap, and we felt that every person, every worker, 
had a right to security and had a right to a job for as many years as 
he wanted to work. But once we established our union and estab- 
lished seniority provisions in our contracts we soon got to a point 
where we had people 60 and above who were too, in some cases too old 
to work because of physical requirements, but were still too young to 
die and we felt that what we have to do is to work out a pension pro- 
gram for these people in order to begin to meet the problem in a better 
manner than it was being met under the provisions of our contract. 

A number of managements really helped us determine our desire 
to negotiate pension projects because the Chrysler Corp., for example, 
in 1946 proposed unilaterally to replace all workers over 65 and we 
did not have a pension program at that time. So, the fact that the 
companies were attempting to replace older workers, even though we 
had a union emphasized and highlighted the fact that we needed a 
pension program. 

Our first program was negotiated with Ford Motor on September 
29, 1949, a little over 10 years ago. The pension was not easy to 
obtain. We obtained it with a strike deadline at Ford. And in the 
case of the Chrysler Corp., we had a strike that lasted for 104 days 
in 1950 to win the pension. 

Ironically, the Chrysler Corp., has a weekly magazine and last 
week in the magazine they had a picture of a number of retirees in 
the Chrysler plant in Los Angeles. They proudly displayed this 
picture in the magazine and if you read the magazine and see the 
picture, you would get the idea the plan was theirs. We walked 
the bricks for 104 days before we could get it. 

We were able to improve on this with General Motors in 1950. 
Once we got the GM negotiations out of the way, we went back to 
Ford and Chrysler and made substantial improvements on our pension 
plan. 

We improved it again in 1953, 1955 and 1958. Although our pen- 
sions have been improved they are still not at the levels that we think 
they ought to be. We are still striving to get the workers a greater 
guaranteed income once they are retired than they presently obtain 
under our present programs. I think I can say truthfully that the 
labor organization as a whole have made more progress in meeting the 
problems of elderly workers who are of retirement age than has been 
made by any other section of the community. 


INADEQUATE INCOME THE MAJOR PROBLEM 


I think that the fact that 60 percent of people over 65 have an 
annual income of less than $1,000 emphasizes that income and pur- 
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chasing power is the No. 1 problem that retired people have. The 
average income for members of our union is considerably above the 
income for people retired 65 and over for the country as a whole. 

For example, in 1958 the average monthly pension that a Chrysler 
worker received who retired in that year was $60.41 a month from the 
company. This isa UAW negotiated pension program. This means 
$724.92 a year. Most of these people are in the wage bracket where 
they are drawing the maximum social security of $116 a month which 
gives them an additional $1,392 a year from social security and then 
most of them have a wife who is past the age of 65 who is drawing 
half of the social security benefits or a total of $696. This means that 
Chrysler workers who retired in 1958 received a pension of $724.92 
from the UAW negotiated pension program, $1,392 from social 
security, $696 for the wives, or a total of $2,812.92 compared to 60 
percent of the people receiving less than $1,000. 

In terms of purchasing power, in terms of standards of living, this 
is about 50 percent of what the worker will have made if he was work- 
ing inside the plant. 

If you take group life insurance and the companies contribute to 
his hospital-medical program and figure out the average number of 
hours he worked a year most of them are averaging about half of the 
income they would receive if they were able to continue working. 
This is not true of people who retired earlier. I believe our retired 
people should share in the increased abundance that we have the 
ability of producing in our country and that the goal of America and 
I believe you have the same goal in your Declaration of Rights for 
older citizens, is that they ought to be guaranteed an opportunity of 
maintaining their standard of living once they are retired. This is 
also the goal and objective of the UAW. And I believe that we can, 
if we did some intelligent national planning on the use of our re- 
sources, be able to guarantee the living standards that our retired 
people have. As we have the ability of producing more goods with 
less labor and we can raise the living standards of the population as a 
whole, we can also raise the living standards of our retired people 
at the same time. 

We now have the ability of producing enough goods to meet the 
necessities of life in 5 days to take care of the average person for 7 
days, for the entire week. There are more than 4 million unemployed 
as a result of the Eisenhower-Republican recession. Millions of ad- 
ditional people are in uniforms, in our military services; millions 
more are producing planes and tanks and so on. 

If we could ever get a situation in the world where we would have 
peace and have the opportunity of using the manpower of defense 
workers and people in our military services, the possibilities of raising 
our living standards are limitless. We could take care of the needs 
of our retired people and guarantee them their living standards at 
the same time, we could improve them as we developed the ability 
of producing more goods with less labor. I want to emphasize that 
the income problem 1s the No. 1 problem that I believe our retirees face. 

At the present time, because of the regulated prices on the part of 
large corporations such as the steel industry, the auto industry, and 
so on, even the drug industry, we find that the question of maintain- 
ing even the inadequate purchasing power that retirees now have isa 
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very serious problem. At the present time the Government doesn’t 
seem to have any effective policy on controlling inflation and every 
time inflation takes place in our country, it means that we reduce the 
living standards of our elderly citizens. They are living on fixed in- 
comes and as a result, if the cost of living should go up and their in- 
come is fixed, it means we reduce their living standards. 


PROTECTION OF PURCHASING POWER NEEDED 


It seems to me, that in our society we have a special responsibility 
of doing something to protect the purchasing power of our retired 
people. The UAW, in 1948, pioneered in a cost of living escalator 
clause in our collective bargaining contract. We worked out our first 
agreement of this type with the General Motors Corp., in that year. 

I might point out that the only time that we receive any increases 
to compensate us for increased cost of living is after the cost of living 
has already gone up and not before. However, we have been unable 
to work out the same kind of protection for the retired members of 
our union and, of course, the retirees in the balance of our society do 
not have that protection at all. 

We believe this is an important problem and must be tackled. And 
we have come up with one approach to this question and we don’t say 
this is the only answer to it because there may be other answers. 


PURCHASING POWER BONDS 


We believe that the Government ought to establish purchasing 
power bonds that have built-in escalators that will guarantee the real 
purchasing power of the bonds and that retired workers, or people 
who are planning to meet the problems of retirement ought to be 
able to purchase these nonnegotiable bonds and they would not be 
able to cash these bonds in until they retired, or at age 60, but it would 
guarantee or protect their income so this money would be available 
to them and this would be one way of maintaining their purchasing 
power. These bonds would also be available to the pension funds, be 
available to insurance companies who handle the billions of dollars 
in the pension accounts and the trust funds and so on. 

We believe that we must find some way of protecting the purchasing 
power of retired people against the cost and threats and inflation 
which are reducing their purchasing power at the present time. We 
believe that this is a sensible approach to this question and we think 
the problem has to be tackled and whether we > it this way or some 
better way, we are in favor of having a program and policy that. can 
guarantee the value of the pensioner’s income, and that the pensioner 
will not be victimized by inflation which reduces his already small 
income and makes his living standard completely inadequate. 


FINANCING MEDICAL CARE 


Another important problem that retired workers have is medical 
and hospital care. We in the UAW have been unsuccesful at the 
bargaining table in negotiating a program that would make it possible 
to have the medical care of our retired workers paid for under the 
terms of our pension agreement. The best we have been able to do up 
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to this point is to make it possible for retired members to pay the bene- 
fits for Blue Cross and Blue Shield at the group rate in the plant in 
which he was working. 

The average monthly cost of medical care for retired workers is 
about $15.50 a month. I am now talking about Blue Cross and Blue 
Shield payments where the few who are able to maintain these pay- 
ments, this is the figure that it costs them each month. 

Most of the people over 65, as you have already heard had no medi- 
cal insurance coverage of any kind and we believe that a country that 
has as many retirees and has the wealth that our country has, also 
has the responsibility of meeting the medical needs of our elder citi- 
zens and we support the passage of the Forand bill which is a step in 
the right direction. It is not as broad or as complete as we think it 
ought to be, but we recognize the art of politics as the passage of what 
is possible and we think that at this stage of the game with the lineup 
in the Senate and in the House, that the Forand bill is the legislation 
that probably has the best possible chance of being passed. 

The year 1960 being a political year, we might have a little better 
chance of getting this bill passed. We think this is an extremely im- 
portant question and one that the Congress should give primary atten- 
tion to when the session begins again in 1960. 

There are a lot of other problems that retired workers have and I 
think that my talking about them would be somewhat repetitious. 
You have housing problems. You have problems of meeting their 
community need and in dealing with their leisure, and so on; but I 
think principally that if I were to nail down the No. 1 problem, I 
thing the No. 1 problem is income. Because if retired people had 
enough money they could solve most of the other problems. They 
could solve the housing problem. They could solve the medical prob- 
lem. They could solve the other basic problems. 

I am prepared to answer any questions if you wish to ask them. 
This is the manner in which I would like to highlight the long state- 
ment we prepared for his hearing. 


I would like to, Senator McNamara, have the statement put in the 
record as though I had read it. 


Senator McNamara. We will print it in its entirety in the record 
at this point. 


(The prepared statement of Mr. Mazey follows :) 


PREPARED STATEMENT OF EMIL MAzEy, SECRETARY-TREASURER, UNITED AUTOMOBILE 
WORKERS 


THE CHALLENGE OF AN AGING POPULATION TO AN ABUNDANT AMERICA 


We stand today on the threshold of an abundant life for all Americans. Our 
capacity to produce is unprecedented and this productive capacity is not con- 
fined to material goods alone. In the past half century we have made phenomenal 
progress in our capacity to prolong human life. Through dramatic advances in 
medical research, public health, and sanitation measures, we have added about 30 
years to the lifespan of the average American. This has been reflected in a 
vast increase in the numbers in our society of the older age groups. When we 
contemplate the means of providing a more abundant life for all Americans, we 
must give special attention to the needs and opportunities presented by this 
generation of oldsters. 

In the past 25 years, we have made significant progress in providing a measure 
of economic security for our senior citizens through income maintenance pro- 
grams such as social security, old-age assistance, and hard won negotiated pen- 
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sion plans and other retirement benefits. But the fact remains that senior 
citizenship in America still remains a second-class citizenship, at best. The 
great majority of the 16 million Americans past 65 are living out their lives on 
drastically reduced incomes; without adequate health and hospital insurance 
protection ; without much chance of income supplementation through employment, 
and without proper social, educational, and recreational services in the com- 
munity. And their basic problems are further complicated by the ominous 
prospect of social isolation, loneliness, and desolation as relatives and friends 
pass away and mobility is diminished by chronic disease and disability. 

To provide this important and growing segment of our population with a 
greater share of our potentiality for abundance, is one of the great challenges 
faced by American society. On the one hand, we must provide the basic security 
which those who have contributed so much to our society so richly deserve. 
On the other hand, we must strive to increase and extend opportunities for the 
older person to contribute to our society and to maintain his dignity and self- 
respect even though he is retired from full-time remunerative employment. 

In line with this challenge, we in the UAW believe older people can continue 
to be useful and constructive members of our society, because our experience 
over the past 10 years with the more than 100,000 who have retired under 
UAW contracts has been that they continue to be valued and valuable members 
of our union. This assumes, of course, that the individual has a reasonable 
prospect for meeting his basic needs for food, clothing, shelter, and health 
along with a reasonable opportunity to develop and pursue a useful role or 
function in retirement. In an abundant society such as ours, older people 
therefore have the right to expect that we will help them to achieve these 
simple but fundamental objectives : 

I. Sufficient income to maintain their accustomed standard of living; 

II. Health, housing, education, recreation, and social resources and sery- 
ices in the community adequate to meet their emerging needs and problems; 

III. Opportunities to prepare for useful and creative roles in retirement 
life that are consistent with their basic interests and abilities. 

These are understandable and manageable objectives. What must we do by 
way of changes or improvements in social policy to help our older people achieve 
them? The best way to answer this question intelligently is to inventory the 
present status of programs and services for older people, identify the shortcom- 
ings and propose specific modifications and improvements. 


1, THEY NEED ADEQUATE RETIREMENT INCOME 


More than 10 million of the 16 million people 65 and over are now drawing 
benefits under OASI. These benefits average something slightly over $72 a month 
in benefits paid to individuals and about $110 a month in benefits to older couples. 
About 2% million persons are receiving old-age assistance and the average pay- 
ment is a little over $65 a month. 

The details on this are well known to this committee, but I would like to 
emphasize that low incomes among the aged are reflected in generally lower 
standards of living in all other aspects of their lives—poor housing, poor nutri- 
tion, and poor health. This results in an unnecessarily heavy drain on the 
economic health and welfare of the entire community at the point where the 
effects of cumulative social neglect result in critical physical or mental illness. 
Is it any wonder then, that we associate decline, disability, and chronic illness 
with old age, when in part at least, our basic social policy automatically down- 
grades older people economically and socially at the point of retirement? It is 
the UAW’s firm belief that much of this can be avoided; that we can afford the 
social and economic costs of a preventive program; and that, in the long run 
this will cost far less than a policy of charity measures to deal only with the 
crisis aspects of aging at the point of no return. 


Adequate income from social security 


It would be idle to minimize the value and importance of the changes in 
benefit levels, scope of protection and coverage that have taken place in what 
is now the OASDI program since 1950. We firmly believe that these changes 
have made the program a far more effective vehicle for providing a measure of 
security for the aged, their survivors, and the disabled. We are just as firmly 
convinced, however, that it does not adequately cover their needs. 
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We know of no valid reason why, for example, the concept of a “basic floor of 
protection” should become sanctified as a basic principle of our social security 
system. No doubt the vision of millions of retired Americans with substantial 
savings, privately purchased retirement annuities, and retirement income from 
industrial pension plans is an intriguing one, but it is essentially a false picture. 
The fact is that for the great majority of retired workers, OASDI benefits are 
the major, if not the sole source of income. If the best we can do under the 
“floor of protection“ idea is to provide below-subsistence level retirement in- 
comes for the majority of our retired population, it is time to consider adopting 
benefit standards reasonably related to the cost of decent living and this means 
basic reexamination of the whole benefit structure to ensure that retired workers 
share in the increasing productivity of our society along with all other groups. 


Disability benefits 


I might also mention briefly our grave concern over the fact that the dis- 
ability insurance program under the Social Security Act fails to provide imme- 
diate meaningful protection for a very substantial number of our disabled 
workers. Consideration must be given to the income needs of those who become 
totally disabled under age 50, as well as to those who would be considered totally 
and permanently disabled under any standards and administrative procedures 
but the most severe. To give a specific example, approximately 20 percent of 
our UAW members who are retired under the total and permanent disability 
provisions of negotiated pension plans in the automobile industry are disquali- 
fied for DIB. Certainly the standards of the Government program should not 
be more severe than those of the Big Three auto companies. We would, there- 
fore, specifically recommend that the definitions of permanent and total dis- 
ability under the Social Security Act, as well as the implementing procedures, 
be reexamined and liberalized to conform, at least, to the realities of current 
industry policy and retirement. 


Selective lowering of the retirement age 


We think Congress should also give some thought to lowering the retirement 
age under the Social Security Act for both men and women and consider means 
for making special early retirement provisions for workers displaced by tech- 
nological innovations or geographic redistribution of industrial plants who, be- 
cause of their age, are unable to find other suitable employment. Under such a 
provision the older worker who is a longtime resident in an area of labor surplus 
could be retired without actuarial reduction of his OASI, provided he is on long- 
term layoff by his employer and the local employment office certifies that his 
prospects for new employment are improbable or impossible. Such a provi- 
sion would help immeasurably to meet the income problem of the worker who is 
now “too old to work and too young to retire,” and, at the same time, it would 
tend to reduce the competition for the same jobs between the older and the 
younger unemployed. 


Constant purchasing power bonds 


Inflation takes its most tragic toll on the Nation’s older men and women. 
Their lifetime efforts to provide for a measure of security, dignity, and inde- 
‘pendence in their old age is nullified by a relentless rise in living costs that 
erodes the purchasing power of their savings. Protection against loss of pur- 
chasing power has become a critical need of America’s aged people. While wage 
escalator clauses provide cost-of-living protection for the current income of 
most UAW members and several millions of other workers while they are em+ 
ployed, inflation still eats away at the value of savings they may have set aside 
for protection when they retire. And once people have retired, the overwhelm- 
ing majority have no adequate protection for their pensions, much less for their 
savings, against further increases in the cost of living. 

Government has a major responsibility for the prevention of inflation. When 
it fails to meet that responsibility through effective economic policies, as it has 
failed, then it has a moral obligation to provide protection against rising prices 
for the retirement savings and pensions of older people, who are least able to 
protect themselves. 

A specific method for providing such protection was recently proposed by 
Prof. H. S. Houthakker of Stanford University, in a study paper which he pre- 
pared for the Joint Economic Committee and presented on November 26, 1959. 

As Mr. Houthakker points out, an essential characteristic required in retire- 
men savings is freedom from risk. Under present arrangements this freedom 
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from risk cannot be assured, especially to the small asset holder. If he puts his 
savings into Government bonds, he is free from the risk of default, but not free 
from the risk of erosion of the purchasing power of his savings through infla- 
tion. He may be able to protect himself, in part at least, from the risk of rising 
prices by investing in stocks whose value tends to rise with the general price 
level, but he then runs the risk of making a poor choice and investing in stocks 
whose value falls, especially if he knows little about the stock market and cor- 
porate finances, and does not have sufficient assets to diversify his holdings. 
Nor are there satisfactory investment channels for pension funds or annuity 
reserves which are protected against the dangers of inflation and still free from 
the risk of impairment of capital 

As a means of solving this problem, and providing small investors, as well as 
pension funds and insurance programs, with a genuinely riskfree and inflation- 
proof form of investment, Mr. Houthakker suggests the issuance of what he calls 
“index bonds,” that is, bonds whose face value and interest payments would be 
adjusted in accordance with changes in the Consumers’ Price Index. He does 
not suggest that all Government bonds be issued in this form, but rather that 
there be a special series of savings bonds, which he feels would be specially 
useful for people saving for retirement, as well as bonds of larger denominations 
which could be sold to insurance companies, and presumably also to the trustees 
of pension funds. Similar proposals have been made from time to time by dis- 
tinguished economists, including Alfred Marshall as long ago as the 1880's; J. M. 
Keynes in 1924, and Sumner Slichter in 1950-51. Most of these economists have 
suggested issuance of bonds with constant purchasing power as a means of pro- 
moting savings and thus fighting inflation, and seem to have contemplated that 
they would be made available for general investment purposes. 

In 1951, at the request of a subcommittee of the Joint Committee on the 

Sconomie Report, the National Planning Association called a conference of uni- 
versity economists to discuss economic policies to combat inflation. The resulting 
recommendations were signed by 17 economists, including faculty members of 
the leading universities. One of those recommendations recognized the value 
of such bonds, not only to restrain inflation, but to protect retirement savings. 
The recommendation read: “Increased saving can make a significant contribu- 
tion to the restraint of inflationary pressures. Study should be given to the 
issuance of new types of securities that may encourage saving, such as bonds of 
constant purchasing power (which might be particularly appropriate for pur- 
chase by social security and pension funds), annuities in excess of those pro- 
vided under the present social security program, and savings bonds offering 
strong inducements for retention to maturity by the original purchaser.” 

The issuance of constant purchasing power bonds, either for general invest- 
ment or especially for protection of retirement savings, has also been approved 
by a number of economists who were questioned by the Joint Committee on the 
Economic Report, 82d Congress, and whose replies are quoted in the committee 
documents entitled “Monetary Policy and the Management of the Public Debt.” 

The feasibility of issuing constant purchasing power bonds for general in- 
vestment purposes is not within the purview of this committee’s mandate. We 
want to make it clear that what we are recommending is a much more limited 
measure designed specifically to protect savings made for retirement needs. 

We propose that the Government issue a special series of nonnegotiable bonds 
for purchase only by the trustees of pension funds, by insurance companies pro- 
viding annuities for retirement purposes, and up to a specified maximum amount 
and under other safeguards, by individuals saving for retirement. The redemp- 
tion value of these bonds would include face value plus accumulated interest, 
plus an adjustment to compensate for any increase in the Consumer Price 
Index during the period since they were issued. 

When purchased by the trustees of pension funds or administrators of annuity 
programs, such bonds would be available only to finance pensions or annuities 
which would also contain the same constant purchasing power protection. When 
purchased by individuals, the guarantee of constant purchasing power would 
apply only to bonds held by the purchaser till he attained a given age, perhaps 
60 years. 

We in the UAW, and I am sure other unions as well, are particularly interested 
in making such bonds available because they would help us to settle a very 
thorny problem which now troubles labor-management relations—the question 
of how to put into our pension plans automatic protection for the buying power 
of the pensions they provide. Corporations which employ UAW members have 
always resisted the incorporation of any automatic cost-of-living adjustments 
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into pension plans because, they have argued, such a provision would subject them 
to unpredictable and possibly heavy costs. 

Even when appreciation of the assets held in pension funds has made possible 
cost-of-living adjustments, corporations in our experience have been reluctant 
to reserve them for that purpose. Our negotiated pensions are funded on a 
basis which requires the corporations to maintain the funds at levels which 
are actuarially determined from time to time. A substantial part of these funds 
may be invested in stocks which tend to rise in value as the general price level 
rises. Asa result of such appreciation, the funds may increase in value above 
the actuarially required figure, or may require much less than the normally 
anticipated contribution to bring them to that level. The companies, however, 
have rejected all suggestions that these gains in value ought to be applied to 
increasing the amount of pension payments. Instead, they have preferred to 
appropriate them as windfall profits which serve to reduce the amount of com- 
pany contributions required. 

Issuance of constant purchasing power bonds for the financing of constant 
purchasing power pensions would provide a means to enable pension funds 
to give effective protection to pension recipients. Employers would be able to 
guarantee pension payments of constant purchasing power with no financial 
risk to themselves, and the fact that such a method of protecting the living stand- 
ards of retired workers was available would assure its speedy incorporation into 
negotiated pension plans. 

Constant purchasing power bonds will fill a great need also for the millions 
of people who are not covered by group pension plans, but have to depend on 
their individual savings. When prices rise we have at least a possibility of 
obtaining compensating pension increases through negotiations with employers. 
But for the individual who relies on his own savings, a rise in prices means that 
he has lost part of the protection he has built up over the years for his retire- 
ment, with little hope that he can ever regain it. 

The issuance of nonnegotiable constant purchasing power bonds for retirement 
purposes should be attractive to the Treasury Department. To the extent that 
such bonds found favor with individuals, trustees of pension funds and in- 
surance companies, the Treasury would be enabled to meet the Government’s 
needs for borrowing from sources other than the banks. The issuance of such 
bonds would tend to reduce the effective money supply, rather than form a basis 
for increasing it as conventional bonds placed with the banking system do. 

We in the UAW have for some time recognized that older people need special 
protection against the ravages of inflation, because they are most vulnerable 
to it. Our 1957 and 1959 conventions adopted resolutions calling for the is- 
suance of constant purchasing power bonds for this purpose. (The 1959 resolu- 
tion is attached at the end of this report). We strongly urge your committee 
to recommend such action. 


Surplus foods 


A more liberal distribution program for surplus foods would be a practical, 
inexpensive and immediate way in which to share our abundance with older 
persons. Under present policies and procedures many States and localities have 
no surplus foods distribution system eve nthough they all have their share of 
needy aged who would benefit from the program. Many other States and locali- 
ties have such restrictive eligibility requirements that only a small portion of 
those who would benefit from the program are involved. 

We have numerous examples of persons here in Detroit and other parts of 
Michigan who are denied surplus foods because they have so-called liquid 
assets that exceed by a few dollars the amounts laid down in policy. Yet we 
know that many such persons have exceedingly low incomes. The liquid assets 
they hold would probably not finance one week of serious illnes, yet they are 
denied surplus foods which cost as much or more to store than would be 
involved in their distribution. 

Certainly some action should be taken to make surplus foods in greater 
quantity and variety available to a larger number and proportion of retired 
persons in the community. 


2. THEY NEED PREPAID QUALITY MEDICAL CARE 


Few would dispute that adequate health care ranks high—we happen to believe 
first—among the unmet needs of our aged population. Public awareness of the 
need is, in fact, reaching a point where continued neglect of the problem is 
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becoming increasingly unthinkable. The debate now brewing, however, revolves 
almost exclusively about the method for meeting the need. While we may hear 
a great deal about the alleged fact that any American who needs medical care 
can get it, regardless of ability to pay, this contention is largely irrelevant, for 
public assistance or other types of free medical care are generally repugnant 
to most self-respecting Americans, whatever their ages. When a choice, 
which cannot be long delayed, is made, it will surely be between an effort to 
bring most of the aged under the protection of voluntary health insurance, or 
legislative action such as contemplated in H.R. 4700 to provide insurance for 
certain health needs for OASI beneficiaries through our social security system. 

Ideological issues raised by opponents of the legislative approach are specious. 
The question is simply which approach offers the more meaningful solution. To 
us, the superiority of the legislative approach is beyond question. Our con- 
viction stems from the following: 

(a) While the Economic Research Department of AMA chooses to quibble 
over the validity of the often referred to statistic that 60 percent of Amer- 
ica’s aged have annual incomes of $1,000 or less, it is nonetheless clear 
that for most Americans old age is a time of diminished economic resources 
and increased health needs. 

(b) While there are conflicting, even competing, estimates of the number 
of retired persons now covered by insurance, it is surely debatable whether 
those covered represent much more than 40 percent of the population aged 
65 and over. Only a Federal legislative solution offers any immediate pros- 
pect of something approaching universal coverage. There is no justification 
in asking the current aged to wait for another 3, 5, or 10 years while the 
voluntary system makes up its mind to get them covered. 

(c) The quality of the health insurance protection available to persons 
of retirement age is, at best, uneven. At its worst, it may come close to 
being worthless. We have no assurance that continued reliance on the 
voluntary approach will bring forth any significant improvements in this 
regard. We do know, however, that a Federal system can provide a basic 
standard of protection which can be supplemented by a rich variety of 
private arrangements providing protection above the minimum. 

(ad) Given the limited resources of the aged, the voluntary approach fails 
to provide them with any real relief from the burden of paying for cover- 
age, or can do so only at the expense of benefit adequacy. We need to spread 
the cost as broadly as possible over the working lifetime of people and over 
the working population of America. This can best be accomplished through 
the social security system. 

It is for these reasons that our organization as part of the organized labor 
movement in the United States, has made the passage of H.R. 4700, or similar 
legislation a major legislative goal for 1960. I might add that we are aware 
of the fact that H.R. 4700 has been criticized on the ground that it does not 
begin to get into some important facets of the total health needs of the aged. 
Certainly we feel that any serious proposals that would broaden H.R. 4700 
to include protection for example, for the cost of drugs used outside of the 
hospital, home care services and medical care in the hospital would merit 
earnest consideration. What is alarming is that medical costs and the costs of 
hospital and medical insurance continue to rise farther and farther beyond the 
reach of the majority of senior citizens. This is ultimately a burden borne by 
the entire population which can be met more economically and effectively through 
social insurance than through the catch-as-catch-can measures now being pro- 
posed by the doctors and the insurance companies. Such legislation would 
materially improve the income maintenance situation for retired workers and 
would remove a burden from the voluntary health insurance program which has 
done so much to force costs upward. 


3. THEY NEED BETTER MENTAL HEALTH CARE 


Between 1900 and 1950, while our population was doubling, the number of 
patients in mental hospitals tripled and the number of mental patients 65 and 
over increased tenfold. Now, one out of every four patients in our mental hos- 
pitals is 65 and over—more than three times their proportion in the general 
population. Studies show clearly that the average State mental hospital is 
ill-equipped, from the point of view of staff and facilities, to deal in a positive 
manner with the mental health needs of elderly patients. Furthermore, there 
is a growing and rather well-founded suspicion that many older persons now 
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in mental hospitals do not belong there at all. Because of the lack of other 
appropriate facilities to care for him, the so-called senile patient tends to live 
out his life in an environment that only further contributes to his disorienta- 
tion and decline. Many of these older people who end up in the morass of a 
mental institution could be better cared for at home, in nursing or boarding 
homes, in homes for the aged, in geriatric clinics or in community-centered 
mental hygiene and rehabilitation centers. Most States and communities al- 
ready have many of the resources to deal with this type of problem. What they 
lack is the technical leadership and know-how that an aggressive national pro- 
gram of research, demonstration and technical assistance in the field of mental 
health for the elderly could provide. As a nation, and in individual States, we 
must reverse this trend toward making the mental hospital the dumping ground 
for our unresolved problems with older people who need better facilities of other 
types. A few States have made some progress in providing domiciliary facilities 
for older people. A few counties have reexamined their homes for the aged and 
tried to modernize both the physical plant and the methods of care. But by and 
large, little has been done to meet this basic need for sound, modern, mental 
health services among the older population. 


4. THEY NEED DECENT HOUSING 


Another corollary of low incomes and consequent low living standards 
among the older population is the effect which this has on their housing. Al- 
though a considerable proportion, perhaps two out of three of the retired persons 
in America, own their own homes, these are usually older dwellings which 
become increasingly rundown as income for maintenance and repairs declines 
and physical capacity for “do it yourself” projects also diminishes. Further- 
more, the older homes in older neighborhoods occupied by older persons are 
typically larger homes which are hardest to heat, to keep clean, to repair and to 
maintain. In general, studies of housing needs and preferences of older per- 
sons show that they want less space, a minimum of stairs and a maximum of 
safety features to minimize falls due to poor lighting, narrow, high-pitched 
stairways and raised door sills. What older people need is smaller quarters 
on one floor, easy to maintain and keep clean, well-lighted and incorporating 
simple safety features. Yet those over 65 are at a particular disadvantage in 
either renting or buying the kind of housing they need. 

The 1956 amendments to the housing law were designed to improve this sit- 
uation by making it possible for persons over 60 to qualify for long-term FHA 
insured mortgages on housing built especially to meet their needs by private 
builders. However, few builders have undertaken such projects because they 
know the income limitations of the group such housing is supposed to accommo- 
date, and they cannot seem to build units within the price range of the great 
majority of older persons. 

The 1956 housing law also made it possible for nonprofit corporations to secure 
long-term financing under FHA for moderate or low-cost housing units for older 
persons. A number of church groups have undertaken such projects but these 
have made a very small dent in the unmet housing needs of the elderly as evi- 
denced by the long waiting lists of older persons seeking occupancy in the few 
projects available. Public housing projects in a few localities have been specially 
designed and built for occupancy by single older persons and couples living on 
low incomes. But here again the demand far outruns the supply. 

In a real sense, the housing needs of older persons are a part of the much 
larger problem of the housing needs of all low and moderate income groups in 
our population. Therefore, solution of the housing problem of the elderly will 
depend upon a broader public, nonprofit and cooperative housing program for 
all citizens. One or two States and several communities have recognized this 
fact and have provided for the housing needs of the elderly in public housing 
projects, either by building entire projects for the elderly, or by providing that 
a minimum number of units in all public housing shall be designed and reserved 
for occupancy by older adults. What is needed is a comprehensive national 
housing program with special provisions to meet the special problems of older 
people, for the most part living on reduced incomes. This means that we must 
provide funds for more public housing for the elderly and must also provide 
financial incentives and leadership to States and localities in planning and 
building such projects. At the same time we must avoid housing concepts and 
programs which result in the segregation of older people in isolated apartment 
houses or retirement villages. Such a program would also serve to facilitate 
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other aspects of housing problems of the Nation such as those which arise in 
urban renewal and slum clearance programs where resistance from the older 
people who will be displaced, and for whom no positive provisions are made, 
stands in the way of such programs. Some or all of these features were included 
in housing bills vetoed by the President in 1959. There were token grants to 
older persons in the shadow housing bill he finally signed, but the basic fea- 
tures necessary for housing the elderly are still missing in the public housing 
field. 

Institutional housing for the elderly is also woefully inadequate in both ¢a- 
pacity and quality. Standards for nursing homes and homes for the aged in 
most States are largely paper standards and are for the most part unenfore- 
ible. Furthermore, little attention is given to the need for good medical care 
and rehabilitation measures which would restore older patients to sense of 
dignity, self-respect and self-care. One little recognized advantage of the 
Forand bill, H.R. 4700, is that it would provide a sounder base for financing 
most nursing home care which could result in better facilities and higher stand- 
ards of care and practice. 

If the needs mentioned above were more adequately met, i.e., liberalized and 
more flexible social security benefits, medical and hospital insurance, mental 
health services, and low-cost specially designed housing, we would have taken 
long strides forward in achieving the basic objective of meeting the basic needs 
of retired workers for food, shelter, and clothing which would permit them to 
function in accordance with their accustomed living standards. But, in addition, 
we must recognize that the fact of a particular chronological age of retirement 
does not alter their basic needs as people for the whole range of community 
services in the related fields of education, recreation, and social welfare. 


5. THEY NEED A WIDE VARIETY OF OTHER COMMUNITY SERVICES 


It is obvious that retirement, to be an attractive alternative to work at the 
appropriate time in life, must not result in so drastic a reduction in income 
as to cause anxiety and hardship. However, there are other uncertainties con- 
eerning retirement which must be resolved if older workers are going to accept 
it and enjoy it. These have to do with the availability of opportunities for a 
constructive role in retirement—opportunities for social contact, education, rec- 
reation, and other health and welfare services. 

When our retired members who have migrated South or West are asked why 
they do so, they reply that it is not just for reasons of health or a milder climate. 
Many indicate that they made a major move because they felt that there would 
be special provisions made for their health, social, and economic needs in the new 
retirement communities which they had chosen. However, since four in five 
of those who retire choose to live out their lives in the old familiar surroundings, 
most communities must reexamine their past and present attitudes, practices 
and policies in relation to the provision of public and private voluntary services 
to the growing number of retired persons in their midst. 

A recent survey done by the National Planning Council of Community Chests 
and Councils of America showed that, while, on the average, people past 60 
constituted 10 percent or more of the total population in most cities, expenditures 
for direct services to this age group constituted less than 2 or 3 percent of 
the funds raised for voluntary services in the average community. The same is 
probably true of expenditures by public agencies in support of programs of direct 
service to older people outside of the basic income maintenance programs. In 
no aspect of American life, except perhaps in the media of public entertainment 
and advertising, is the youth stereotype of our culture more evident. Few 
public and private agencies are willing to experiment with special services and 
programs for older people, and most are ill equipped to do so even when they 
try, because of a lack of trained professional staff. In recent years efforts have 
been made to meet this problem by the organization of councils on aging com- 
posed of lay and professional leaders at the community level. The contributions 
of most of these councils have been great in the fields of factfinding, research, 
and demonstration, but most of them have been unable to surmount the fact 
that action on their findings means either the raising of large sums of additional 
voluntary money or the redistribution of existing financial resources to provide 
the new or adapted services needed by the older segment of the population. 

These community planning and coordination efforts are certainly important, 
but they underline dramatically the limitations of what any one community can 
do to solve the problems of its aging population without technical assistance, 
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consultation, and financial grants from the States and from the Federal Govern- 
ment. There can be no argument concerning the vital importance of community 
initiated efforts to deal with the problems and needs of senior citizens. How- 
ever, the assumption that most communities can solve all their own problems in 
this field ignores the national character of the problem, the tremendous mobility 
of our population, including our older population and the demonstrated value of 
pooling some of the financial risks and resources involved. Most communities 
will have difficulty in meeting the needs of their older people primarily because 
the agencies involved are already inadequately staffed and underfinanced without 
taking on the additional responsibilities involved in serving this new generation 
of oldsters. 

Innovation and experimentation is an essential part of good community or- 
ganization and programing for the aged. Yet most communities and the agencies 
within them seem unable to afford to invent, improvise, or explore new approaches 
to new services. This places an added responsibility upon those groups in the 
community who are able and willing to look ahead. 


AN EXAMPLE OF INNOVATION—-THE UAW DROP-IN CENTER PROGRAMS 


It was in recognition of this dilemma, that our union, through its recreation de- 
partment undertook in Detroit, and subsequently in about 40 other communities, 
to demonstrate what could be done to develop social, recreational, and educa- 
tional activities for its retired members. This has been done through what we 
call UAW drop-in and activities centers. We first convened groups of our retired 
members for essentially social purposes through a series of monthly meetings. 
They themselves suggested that a place should be provided for daily social 
contacts and the name “drop-in center” developed out of this idea. Originally the 
centers were lounges with provisions for cardplaying, checkers, reading, listen- 
ing to the radio or watching TV. Gradually, as the group expanded and pro- 
fessional leadership was secured, a wider range of activities developed. Today 
our Detroit centers offer a wide range of programs which includes creative 
writing, arts and crafts, visiting the sick and homebound, choral and orchestral 
music, service projects for crippled children and nursing homes, training in home 
nursing, first aid, social and square dancing, community service counseling, etc. 
Gradually the community has been encouraged to help out in housing, staffing, 
and financing these services, so that, today, the common pattern is for the city 
to provide space in a public building; for the voluntary fund raising agency to 
provide money for professional staff ; and for the unions to provide the necessary 
equipment and furniture to run the programs. 

The centers also point up in many ways the day-to-day needs and problems 
of retired persons. For example, when we checked on reasons for dropoff in 
attendance on our Detroit centers, we found that the cost of daily bus transporta- 
tion was a real obstacle to daily participation. We sought and secured the 
cooperation of the mayor and the DSR in getting a reduction in fares for all 
persons over 65 during the hours from 9:30 a.m. to 2 p.m. each day. Similarly 
we discovered unmet needs for blood, medical supplies, prosthetic appliances, 
family counseling services, homemaker services, visiting nursing services, ete. 
And these, mind you, are needs which are reflected in the daily living of reason- 
ably well adjusted ambulatory older people. Think of the unmet needs among 
those who are not so visible and so articulate—those who never get to our centers 
because they are too ill or can’t afford it, or who just plain never heard of such 
a thing. 

There is need for a considerable expansion of these services. In Detroit, where 
we are doing comparatively more than most cities, we are only scratching the 
surface needs of our retired population. To be sure, we would not argue that all 
older persons need these services, but we suspect that our programs along with 
those of other groups such as the church groups and the junior league are meeting 
at best about one-fifth of the needs in these areas of service. 


6. THEY NEED THE SUPPORT THAT COMES FROM SOUND FEDERAL, STATE AND 
COMMUNITY ORGANIZATION AND LEADERSHIP 


The need for positive fixing or responsibility for the planning and coordination 
of services to the aging at all levels of government has been clearly established 
in the past few years. Thirty-five or more States have established some form 
of coordinating council or commission to plan and coordinate services to older 
people. The White House Conference on Aging, authorized and financed by the 
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Congress, further accelerated and formalized this development so that all States 
will probably have such planning bodies by January 1961. The Federal Goy- 
ernment has also established such planning and coordinated machinery through 
the Federal Council on Aging, the Special Staff on Aging in the Department of 
Health, Education, and Welfare, and the additional staff assigned to assist the 
States in preparing for the White House Conference on Aging. The limitation 
with this type of organization at both State and Federal levels is that it is usually 
geared to some special function or activity of a factfinding or exploratory nature 
such as a survey or conference. Only a few States have established a permanent 
staff and a regular source of funds to carry on such work with continuity and 
long-range objectives. There is therefore need for permanent legislation and 
appropriation authorizing the establishment of a coordinating and planning 
staff at the level of the chief executive at both Federal and State levels with 
sufficient authority and appropriations to provide real leadership at all levels. 

While it is true that some of the more basic services for older people are 
administered in Washington by the Department of Health, Education, and 
Welfare, there are many services provided by other departments which do not 
lend themselves well to planning and coordination by the Secretary of Health, 
Edueation, and Welfare or his subordinates. Furthermore, most States and 
communities do not have an organization structure paralleling that in Washing- 
ton. Therefore, necessary coordination at State level will probably best be 
achieved by a special coordinating staff working directly for the Governor 
rather than at some subordinate level within a department of State government 
and the same will be true at Federal and local levels. Legislation authorizing 
the establishment of a Coordinating Council on Aging in the Executive Office 
of the President and providing for representation from the major departments 
and agencies of the Federal Governmemnt having a direct responsibility for 
services to older persons, is long overdue. Such legislation should also provide 
for a broadly representative and continuing Advisory Council composed of lay 
and professional members and a goodly proportion of older persons themselves. 
The Coordinating and the Advisory Councils’ functions should be defined in such 
a way as to insure that the activities of the various agencies of government that 
can contribute to the welfare and independence of senior citizens are properly 
developed and implemented. The Coordinating Council should also be given the 
funds and authority necessary to assist the States, through matching grants, in 


establishing a similar coordinating and facilitating structure at State and local 
levels. 


Preretirement problems of the aging 


In a work-oriented society such as ours, a person loses status when he retires 
not only because his income is reduced, but primarily because work has so many 
important meanings for him, for his family, for his neighbors, and for his com- 
munity. For example, however burdensome may be the pressure of the alarm 
clock and the time clock, work occupies at least 8 hours of each day; it furnishes 
an orderly routine in one’s life; it provides a major source of friends and social 
relationships; it gives one a sense of accomplishment, and opportunity for sery- 
ice: and most of all it provides a handle by which the man is identified. 

However menial and routine it may seem, work has one or more of these im- 
portant meanings in the life of the individual. When the older persan can no 
longer work, these meanings become even more important to him, and unless 
he finds substitutes for these meanings in retirement activities and projects he 
quickly becomes frustrated, disillusioned, and sometimes emotionally disturbed. 
Meeting these needs for a creative and useful role in retirement is, in large part, 
a matter of individual choice and adjustment, but the community does have re 
sponsibilities to provide opportunities and a social climate in which the individ- 
ual can make his choices. By the community we mean not only government in 
each locality, but also the private voluntary agencies, as well as labor unions, 
management, and other groups that may be interested in the problems of work and 
retirement. Although, as a Nation, we seem to have declared ourselves in favor 
of retirement as a desirable social policy, there is much conflict and confusion 
in society’s attitudes toward retirement. This conflict reflects itself in our atti- 
tudes toward those who have retired and, in turn, it adversely affects the think- 
ing of those who are still working but who are approaching retirement age. We, 
therefore, have a big job to do in changing public attitudes toward retirement 
if we mean to help older people to maintain their dignity and sense of useful- 
ness when they retire. How can we best help those who are approaching retire 
ment to aciheve this goal? 
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Preventive aspects of aging and retirement 


This is the preventive-educational aspect of the challenge of an aging popula- 
tion. It involves a program of community and individual education in prapara- 
tion for retirement. And no less important is the necessity of providing full 
employment opportunities for all of our middle aged and older men and women 


who need and want to work. Such a preventive-educational program involves 
at least two basic social policies : 


(1) Provision of employment opportunities for those who are able and 
willing to work regardless of their chronological age: and 

(2) Provision of educational opportunities for middle aged and older 
adults to help them prepare for retirement. 


It goes without saying that, as we have already seen, the adequacy of retire- 
ment income and postretirement services also have a direct bearing on the 
workers’ willingness and readiness to retire. At the present time we are falling 
far short of achieving our goals in these important areas. One need go no 
further than the want ad columns of almost any daily newspaper to see evidence 
of our shortcomings in providing employment opportunities for middle aged and 
older workers. In recent studies done by the U.S. Department of Labor, two 
out of every three job openings listed with the public employment services of 
six representative cities were found to carry age restrictions. In certain oc- 
cupations and industries age restrictions started at age 35 for women and 40 
for men. In these same cities, a third or more of the job applicants were 45 and 
over, but only about 20 percent of the job placements were made for workers 
in this age group. Despite genuine efforts to develop special job counseling and 
placement services for the older job applicant and despite extensive educational 
programs to encourage the hiring of older workers, there has been little change 
in these performance ratios in the past few years. The result is that we are 
accumulating a nationwide backlog of unused talents and skills among those 
who are told by employers that they are too old to work while the rest of society 
tells them that they are too young to retire. 


7. THEY NEED LEGISLATION TO OUTLAW AGE DISCRIMINATION IN HIRING 


A few States such as Massachusetts, Rhode Island, Connecticut, Pennsylvania, 
and New York have passed laws which prohibit age discrimination in employ- 
ment. The existence of a State statute does not eliminate the problem, but it 
does seem to eliminate age discriminatory advertising and other overt forms of 
discrimination and to establish a basis in public policy for doing a more effec- 
tive educational job. While such legislation has been introduced in the Congress 
of the United States with bipartisan support for a number of years, no positive 
action has been taken. Such legislation should be seriously considered at the 
national level as a means of establishing clear-cut national policy and as a means 
of providing a sound basis for a nationwide education program designed to 
obliterate thoughtless and foolish age discrimination practices. 


Supportive employment and educational services 


However, such legislation will not do the job alone. Without proper enforce- 
ment machinery and staff to conduct the necessary educational programs, such 
legislation would be a mockery. Also needed is a trained and competent staff of 
job counselors and placement specialists to help middle aged and older workers 
find new jobs. A start was made on this in the U.S. Employment Service and 
affiliated State and local employment offices in 1956-57 but failure of the admin- 
istration and the Congress to support requests for adequate appropriations has 
stifled much needed progress. Also required are adequate programs of vocational 
training, retraining and rehabilitation to provide displaced older workers with 
competitive skills in a dynamic labor market subject to unpredictable tech- 
nological change. Despite pious exhortations from Washington, the States have 
done little to strengthen or extend vocational training and rehabilitation serv- 
ices to middle aged and older workers. This entire problem requires reexamina- 
tion with a view toward the drafting of regulations and the provision of appro- 
priations to staff and finance necessary services. 

Finally employers and unions should be encouraged to reexamine, through 
the democratic process of collective bargaining, existing policies leading to age 
discriminatory employment practices. Mandatory retirement is in itself highly 
discriminatory against the older person who is able and willing to work, and, 
at the same time, it is far more costly to the employer than a flexible and selec- 
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tive retirement policy has proven to be. Studies done over a number of years 
by some large corporations show that a company can save as much as 6 percent 
per worker per year on its pension costs by permitting the older man, who is 
able and willing, to continue beyond the so-called normal retirement age. Other 
studies have shown that there are also savings to be made in earlier retirement 
on disability of those who are unable to perform their regular duties efficiently 
due to physical impairment, superannuation or physical slowing down. 

Other practices which contribute directly or indirectly to age discrimination 
in employment and retention of workers are such things as the blind adherence 
to arbitrary educational, physical and psychological standards in the hiring 
process. Study after study has demonstrated that rigid and arbitrary hiring 
standards unrelated to indiVidual capacities and interest, deprive many com- 
panies of many loyal and efficient employees in the middle and older age groups. 


8. THEY NEED ASSISTANCE IN PLANNING FOR RETIREMENT 


Many companies and a few unions have experimented with one or another 
form of education or counseling service to help older workers prepare for re- 
tirement. One or two States and a few localities have also offered such programs 
through their adult education departments. Almost universally the individuals 
involved in such programs have indicated that they were worthwhile, but they 
also express the opinion that they should start much earlier and should continue 
to be available throughout the latter part of the individual’s working life. 
Interestingly, these programs seem to be appreciated and attended better by 
people in the 35- to 55-year age group than in the 55- to 65-year group. Im- 
pressed with these findings, our union believes that we have a responsibility to 
help our older members prepare for retirement, and we have proceeded to do 
so through all the means and resources at our command. 

However, there are limits to what any one union or employer can do in offer- 
ing such programs. To be of maximum value to the greatest numbers retire- 
ment planning programs should be offered as a voluntary service of adult 
education through publicly supported secondary schools, colleges and univer- 
sities. In Michigan we have been fortunate in having the cooperation of the 
University of Michigan and Michigan State University in getting our program 
of retirement preparation education started, but ultimately the need is for far 
more staff and service than either university will be able to give in the fore- 
seeable future. 

One way in which this need can be met is through collective bargaining and 
we intend to pursue further with management the idea of jointly sponsored, 
community centered retirement planning programs, conducted as a part of, or 
as an extension of, the working day. However, the ultimate solution of this 
problem rests with the development of a tax-supported service in the public 
schools and colleges so that the best brains, teaching techniques and subject 
matter can be mustered to assist the older worker to prepare yoluntarily to 
take maximum advantage of the opportunities offered by retirement living. 


The question: Can we afford these services? 


These are some of the basic needs of an aging population. The obvious 
problem is how can we meet them, particularly from the point of view of costs. 
The faint of heart have already looked at this question of costs and said in 
effect that we cannot afford to provide the services that are needed. But the 
question in my mind is: “Can we afford not to meet these needs if we hope to 
survive as a free and abundant society?” And this raises a number of even 
more specific questions like the following: 

(1) Can a community, State or Nation afford, indefinitely, in terms of 
lost consumer purchasing power alone, to maintain 10 or more percent 
of its population indefinitely on 40 percent or less of its former income? 

(2) Have we really faced up as a Nation to the problem of financing 
and providing long-term, high-quality medical care to older persons living 
on reduced incomes? 

(3) Are we prepared to build the housing needed to move all the older 
people, who would desire it out of the back bedrooms and substandard 
dwellings and institutions in which they now reside? 

(4) How can we make sure that preparation for retirement is reaching 
those who really need it and that communities are prepared to provide the 
services and activities that will make such retirement planning worthwhile? 

(5) Do we honestly believe that older people are getting their fair share 
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of the philanthropic dollar or, for that matter, that the philanthropic dollar 
can be raised in sufficient amounts to meet their needs? 
(6) In a word, are we prepared to meet the challenge of an aging popu- 
lation with sound social policy, proper organization, and proper financing? 
Sober analysis and honest answers to these questions lead inevitably to the con- 
clusion that we must be prepared to invest larger amounts of our national 
wealth in our older population if we are to implement a social policy which 
declares that it is morally wise and economically just for a man or woman 
to retire at somewhere between 60 and 70 years of age. Unless we wish to 
change this social policy, we must face up to the question: Can we afford it? 
If we accept, the projections of economic growth forecast by many of our lead- 
ing economists, the answer must be “Yes, we have the potential resources.” 


The answer—Of course we can 


According to the best available estimates we are now spending about $60 bil- 
lion a year from all sources, public and private, for the full range of our health, 
education, and welfare services including services and programs for older 
people. This is equivalent to about 14 percent of all the goods and services 
produced in the Nation (the gross national product). If we are to meet the 
needs of a growing older population without curtailing services to other age 
groups, we will have to increase our total expenditures in the health, education, 
and welfare field by 50 percent in the next 10 years, that is to a level of $90 
billion. 

There is little real question as to our ability to do so, assuming our willingness 
and also assuming a reasonably optimistic pattern of growth in our productivity 
and our overall gross national product. The Rockefeller report issued in April 
1958, as revised currently in Governor Rockefeller’s speech to the New York 
State AFL-CIO Conference, indicates that a growth rate in our economy of 5 
percent a year is entirely feasible. If we had such a growth rate, we could 
achieve a 50-percent increase in health, education, and welfare expenditures, to 
an annual rate of $90 billion, without changing the present estimated ratio of 
expenditures in these fields to total expenditures. 

The real issues we face in providing for an aging population in an abundant 
America therefore resolve themselves down, first, to a willingness to recognize 
and accept our responsibilities and, second, to a determination to plan and 
coordinate our efforts by establishing sound social policies and by providing 
effective machinery for carrying out these policies. 

What others say about our ability to pay 

In their report prepared for the Twentieth Century Fund, John Corson and 
John McConnell conclude : 

“The evidence as to the prospective growth of this country’s basic resources 
makes clear that, as a Nation, we can afford to provide for the nonworking 
aged at an increasingly generous level. Despite the growth in the number of 
aged persons, the Nation’s labor force may be expected to support propor- 
tionately fewer, rather than more, dependents in the next generation. The de- 
mands of national security may consume a substantial share of the Nation’s 
increasing economic capacity for an indefinite time, but the prospective growth 
of our national economic capacity will permit a steadily rising level of health 
and comfort for the nonworking aged. 

“However, two reservations concerning these observations on our future abil- 
ity to provide for the aged must be emphasized: First, it is vital to safeguard 
proposed benefit rates against dilution by inflation. A rise of 2 percent a year 
in prices over a person’s working lifetime cuts the purchasing power of the 
pensions he looked forward to by almost half. In short, unless benefit rates rise 
over the years, real benefit rates decline. Moreover, unless benefit rates rise, 
the position of the aged in relation to the remainder of the population will 
decline as current levels of living rise. 

“Second, despite the optimistic evaluation of this country’s ability to maintain 
the aged, the Nation’s economic capacity must not be confused with its willing- 
ness to share the fruits of the economy with the aged. That willingness will be 
kindled by political forces and by organized labor, but the share of the aged in 
the gross national product will be related to other demands on our society. As 
long as a major share of the gross national product must continue to go for 
national defense, our willingness and ability to improve the lot of the aged will 
be materially reduced. 
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“If these two major qualifications can be met, our growing resources probably 
will be used in coming decades to (1) assure each aged person and couple, 
despite rising price levels, a decent standard of living; (2) guarantee aged per- 
sons through nonmonetary means the basic services relating to housing, hos- 
pitalization, medical care, nursing, and homemaking that are essential to a 
decent, healthful life; (3) foster personal dignity and self-respect; (4) encour- 
age constructive participation by the aged as workers in community enterprise 
insofar as they are able and willing to work; (5) facilitate the association of 
aged persons with their families and friends; and (6) provide opportunities for 


those who seek uses for their newly created leisure to find social satisfactions 
and expand their interests.” 


RESOLUTION ApopTreD BY UAW 17TH CONSTITUTIONAL CONVENTION OCTOBER 9-16, 
1959, ATLANTIC CiTy, N.J. 


INFLATION INSURANCE FOR RETIRED WORKERS 


Whereas, in countries as wealthy as the United States and Canada, the very 
least that every citizen should have the right to expect is the assurance of a 
measure of security and dignity on retirement, as the earned reward of a lifetime 
of work. We in the UAW are proud that our efforts have contributed to the 
improvement of pension benefits for all citizens—inadequate though they still 
are—and that we have been able © win for our own members at the bargaining 
table negotiated benefits which have given them important added protection. 

However, the hopes and expectations of millions of senior citizens have been 
threatened and can be destroyed by rising costs of living which reduce the buy- 
ing power of their pensions. 

We shall never be satisfied merely to maintain the purchasing power of the 
pensions written into our agreements or of those provided through the national 
program. We shall continue to press for increase in basic pension levels which 
will provide greater purchasing power, improved security and higher standards 
of living. Our efforts may prove in vain, however, unless means are devised to 
insure that increases in dollar amounts of pension benefits are not eaten into by 
declines in dollar purchasing power. 

This is a national problem which requires a national solution. 

Government has a major responsibility to prevent inflation. If it continues 
its failure to shoulder that responsibility in the broad fields of economic and 
fiscal policy, it has a moral obligation to minimize the impact of rising prices on 
the pensions and retirement savings of older people, who are the most vulnerable 
to inflation’s ravages. 

We have proposed in the past and we ¢all again for the issuance of special 
Government bonds for that purpose. These bonds would be non-negotiable and 
available for purchase only by pension funds and, up to a specified maximum 
amount and under other safeguards, by individuals savings for retirement. The 
value and earnings of these retirement bonds would be adjusted to match in- 
creases in the Consumer Price Index. 

Through investment in such bonds, pension trust funds would be able to adjust 
pension benefits to increased living costs. Men and women in all walks of life 
who have saved for dignity and security in old age would be able to maintain 
their independence and their pride. Unions would be freed from the need to 
fight a constant holding action to protect the purchasing power of pension 
benefits already won and would be able to concentrate on improving the pension 
and other programs. Companies would no longer be obliged to refund past serv- 
ice costs merely to provide additional retirement henefits because of inflation. 
The whole Nation would benefit from a reduction of tension in this area of labor- 
management relations and from the knowledge that it had rendered justice in 
this respect to its older citizens: Now, therefore, be it 

Resolved, That this convention reiterates the call of the 16th Constitutional 
Convention upon the Federal Governments of the United States and Canada to 
make available for purchase by pension trust funds, and under prope: safe 
guards, including a maximum amount, by individuals saving for their retirement, 
non-negotiable, interest-bearing bonds redeemable at fixed purchasing power 
rather than a fixed dollar amount: and be it finally 

Resolved, That the international executive board is authorized and urged to 
work for the issuance of such bonds and, in so doing, to seek the enactment of 
any legislation that may prove necessary for the purpose, and to take appropriate 
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steps to enlist the aid of other groups and organizations concerned with the wel- 
fare of retired workers and other senior citizens. 

Senator McNamara. Mr. Mazey, do you have suggestions of any 
kind as to the amount of increase you believe is needed in the OASI 
benefit program ¢ 

Mr. Mazery. I have no specific figure. I discussed this question 
with a couple of my colleagues and we think that what ought to be 
done is the Government ought to try to develop a budget of ‘the basic 
needs for retired workers, similar to the Heller budget developed by 
one of the colleges in California and whatever those figures come 
up with, we would be glad to endorse and do everything we could 
to have this legislation passed and make it possible. ‘But basically, i in 
broad terms I believe that when a person retires he ought not to have 
a reduction in his living standards. His budget ought to be big enough 
to maintain an automobile. 

In many cases when people are retired, they give up their cars. 
I do think that this is one of the things your committee might recom- 
mend, that a budget be developed for elder citizens and that whatever 
those figures are, we ought to strive to achieve. 

Senator McNamara. The Government publishes, from time to time, 
a minimum figure for two people. I think now it is in the neighbor- 
hood of what, $2,300 or $2,400 a year minimum. Is that right? I 
think your technicians would know. Or mine would; $2,400, I am 
told, is the last figure that was put out. 

Mr. Mazry. While we are striving to get this minimum budget, 
there should not be any delay in improving our coverage of social 
security progts am. That would help us now. 

Senator McNamara. Our technicians on our subcommittee have been 
studying the details of such a bond proposal for some time. I would 
like to ask you what proportion of those over 65 benefit from a plan 
like this, purchasing power bonds? 

Mr. Mazry. It depends on how it is applied. All of them could 
benefit. For example, if a corporation who had a trustee, a bank or 
an insurance company handling its pension fund knew that it could 
invest in the purchasing bond as we call them, it probably would not 
be reluctant to open up the pension portions of our agreement and 
make possible the increased pension benefits to people already retired, 
if they were assured of getting additional income as a result of the 
ownership of these bonds. So it could benefit ev erybody. 

Senator McNamara. Did I understand from your brief remarks 
in reference to this bond proposal that it would have an effect on 
Government anti-inflation policies ? 

Mr. Mazry. This would be an anti-inflation program as it affects 
retirees, but I think the Government has a responsibility of doing 
something about inflation in a number of other ways, in the manner 
in which we handle our national debt, the interest rates on housing, 
and so on; the manner in which we operate the economy as a whole 
would have to be regulated to protect us against inflation. We have 
also proposed that in order to protect the public from being gouged 
by corporations such as the steel corporations that we ought to have 
a Government commission before the corporation can increase its 
price on goods that would have to make a case to support an increase 
in prices. This proposal was made by President Reuther before a 
Senate committee the past year, I think this year. 
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There are a number of places where inflation affects everybody but 
the people who are still employed have an opportunity of fighting 
the cecblath by seeking increases in their wages. However, people 
who are retired don’t have that opportunity at all. The only op- 
portunity they have is the use of the ballot box and I hope they use 
it intelligently so we might elect people who place human rights 
above property rights and do something about this problem. 

Senator McNamara. Does Mr. Weinberg have a comment on that 
question ? 

Mr. Wernserc. On the question of the effect of the bonds on the 
Government’s inflationary activities, I think it should be pointed out 
that the attractiveness of these bonds would enable the Government 
to place more of the national debt outside of the banks and, there- 
fore, it would not provide a base for increasing the monetary supply 
and to that extent would be an anti-inflationary measure. 


LIMITATION ON EARNINGS 


Senator McNamara. Very good. 

Mr. Mazey, we have had conflicting testimony on the question of 
whether or not this $1,200 allowable earned income should be increased 
or not for retired persons. I don’t think our committee is in a posi- 
tion now to decide whether or not it should be increased. Do you 
have any ideas, or has your organization taken any position on this 
matter of $1,200 a year earnings ? 

Mr. Mazry. The AFL-CIO has taken the position that the ceiling 
ought to be higher. But I don’t recall just specifically what our rec- 
ommendation was. We think it should be higher. 

Senator McNamara. Should be increased ? 

Mr. Mazry. Yes. 


EMPLOYMENT OPPORTUNITIES FOR OLDER WORKERS 


Senator McNamara. Of course, the opponents of the idea are of 
the opinion that there are too few retired people who get an oppor- 
tunity to earn even $1,200 a year. 

Mr. Mazry. Of course, that is another problem and one of the 
problems that we have is that there is discrimination in employment 
practices in American industry against aged workers. 

Our particular problem in that respect, not among our retirees who 
have had a number of years with the company, but our big difficulty 
is the growing monopoly in the auto industry where the Big Three 
are making more and more of their own parts, and as a result we have 
parts companies going out of business and people losing their jobs 
who are 50 years of age and older. A recent company that has gone 
out of business in Detroit is the Midland Steel Corp., they were mak- 
ing frames for the Chrysler Corp. Chrysler has a new frame they 
are making themselves and so this plant was closed. We worked out 
a severance pay agreement covering our members, but. the people who 
were laid off in that plant who have not yet reached retirement age 
find it impossible to get a job. So, I believe we need some fair em- 
ployment legislation to protect the job opportunities of older workers. 
If we have that I think the ceiling problem would not make too much 
difference. 
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DROP-IN CENTERS 


Senator McNamara. Mr. Odell, you seem to be working closely 
with the retirees. It occurs to us that it would be something to have 
for our records what percentage of UAW retirees are using the Drop- 
In Centers. 

Mr. Opett. I would say that in the Detroit area, perhaps, 10 per- 
cent of our retired members are actively engaged in daily participa- 
tion in the Drop-In Center program. We are reaching a larger group 
through what we call quarterly area meetings. I would say perhaps 
25 percent of the membership participates in that type of activity and, 
of course, we maintain an active mailing list of over 30,000 living re- 
tirees in the Detroit metropolitan area. I believe one of our retired 
members testified yesterday, Senator, to the fact that if we had more 
of these facilities, strategically located in the city, so they were con- 
venient to get to and there were not parking problems and transpor- 
tation problems involved, that we could reach a much larger pro- 
portion of the people who need this service. 

I have one other point and that is we have an increasing number 
of people who are not UAW members participating in these pro- 
grams. I would say that 30 percent of the active daily participants 
in our Drop-In Center programs are not members of the UAW and 
this proportion has been increasing over the years. 

Senator McNamara. What benefit do you find that these senior 
citizens get from the Drop-In Centers ? 

Mr. Overt. Well, the reasons they were set up in the first. place 
developed out of the series of monthly meetings that were held, per- 
haps 7 or 8 or 9 years ago. We discovered a genuine interest in some 
form of daily participation in a program where retired members 
could meet together in social activities and other types of programs. 
This was the beginning, the idea of a place to go where they could 
meet with their buddies from the shop and talk about what they had 
done. However, we see this today as not only an opportunity for 
social activities and recreation and educational activities, but as a way 
of maintaining continuing relationships with the real problems and 
needs of our retired memberships. 


SERVICES FOR THE HOMEBOUND 


For example, the centers are now organized in such a way that there 
are visiting committees and those who can’t come to the center every 
day are contacted in their homes. If they are ill, an attempt is made 
to find out what can be done to help them. If they have need for 
special services, including caseworker services, blood, surplus foods, 
medical care that they are unable to get, discounts on drugs and 
things of this type, we feel that we have our finger on the pulse in 
a much more realistic way than most organizations as to what the real 
problems and needs of our retired members are. 


VARIED ACTIVITIES 


We also find it possible in this kind of a program to develop a wide 
range of interests and activities by way of educational program and 
specific projects which are not possible to set up by experts who say, 
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“Let’s go ahead and do something for older people.” We don’t find 
that there are majority of the older people ae are interested in one 
particular kind of activity. But we find small groups interested in 
a wide variety of things. For example, we have set up home nurs- 
ing courses ;we have set up first aid courses. We havea creative writ- 
ing group which is made up largely of people who were not born in 
this country, but who are interested in improving their means of 
communication and self-expression. And the material that this group 
has produced is so good that we have had several publishers ask us 
whether we would not make it available so it could be published as 
an example of what you can do by way of creative expression, even 
after you allegedly retired and are on the shelf. We have also en- 
couraged our 1 retired workers to participate in a wide variety of com- 
munity activities including our own senior citizens’ steering committee 
which has concerned itself with a wide range of community problems 
and services for older and retired people. 

Senator McNamara. Thank you very much. 

We unfortunately don’t have e any of the minority members of the 
subcommittee here today. I know that Senator Goldwater and Sen- 
ator Dirksen would have liked to have been here, but they just could 
not get here. We do have Fritz Randolph of the subcommittee staff, 
who represents the minority members of the subcommittee, and ap- 
parently he has a few questions. 

Go right ahead. 

Mr. Ranvotru. Thank you, Senator. 

Mr. Mazey, are you familiar with the retirement program under- 
taken by the State of Michigan. 

Mr. Mazey. Only in a general w ay. 

Mr. Ranpotru. Could you describe some of the programs which 
have been undertaken by the State of Michigan which have been of 
assistance in the field of aging? 

Mr. Mazery. I think it might be better if your question were directed 
to Mr. Odell who is our expert in this field, and with your permission, 
I would like to ask him to answer that question. 

Mr. Opetu. I am glad this question was raised because I feel that 
it is unfortunate that we do not have a clearer record on some of these 
achievements that have been made in the state. The Governor has 
maintained an active interest in this field for 10 years. It think he 
was one of the first Governors to establish a State commission on 
aging. We now have a commission which is established by his action, 
which we hope to make a statutory commission, but. which has never 
been accepted by the legislature in the State as a statutory body, de- 
spite the fact that it has had bipartisan support in the legislative 
advisory council which is a committee established by the legislature to 
look into problems in this field. 

I think Michigan has been outstanding in establishing community 
councils and committees in this field and our current commission is 
actively engaged, using its nongovernment, lay membership, to or- 
ganize and “undertake specific responsibilities in connection with the 
White House Conference on Aging. So that I think the record of 
the State is generally outstanding in the field of attempting to do 
something about these problems. 

I would be remiss if I did not mention, for example, the outstanding 
contribution made by State universities, including the University of 
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Michigan, through its Division of ee Michigan State Uni- 
versity, through its School of Social Work and other departments; 
and W ayne State University, which I think is demonstrating its inter- 
est and concern by making its facilities available and w here we have 
had some outstanding help i in training counselors and social workers 
and others interested in work with older people, under the able direc- 
tion of Dr. Mildred Peters, of the education department of the Univer- 
sity. 


PURCHASING POWER BONDS 


Mr. Ranpotrw. Thank you. 


Mr. Mazey, the constant purchasing power bonds described in your 
statement here would be merely bonds which would have an added 
increment to the capital of the bonds, added at such time as the cost 
of living index went up and they would be increased by that propor- 
tional increment, is that correct ? 

Mr. Mazey. Yes. 


Mr. Ranpotren. Insofar as that constituted an increase on the costs 


of bonds, it would constitute additional cost to the Government in the 
form of payment that would be likened to interest ? 

Mr. Mazer. It would not be additional cost to the Government, but 
we are talking about private — programs, or individual pro- 
grams that a worker planning for his retirement may be working out. 

We are not proposing that our social security program be financed 
by these type of bonds. We think we cannot make more progress on 
this question until we get the social security benefits at a proper level 
by Congress tackling this problem each session. 

At the point that we would work out an adequate budget to meet 
the problems of retired workers and I think at that point we might 
give consideration to building an escalator clause in our social secu- 
rity program but most of our people are not receiving adequate insur- 
ance from social security now and this would not be the time to give 
consideration to this idea. 

Mr. Ranpoitpu. On page 4 of your statement here, it says that a 
special series of saving bonds should be issued and these would be the 
constant purchasing power bonds. You have just stated that the 
bonds would carry the right to share in an increase in the Consumer 
Price Index. In other words, on a hundred dollar bond if the price 
index went up 1 percent the bond would automatically increase in 
value 1 percent. That would be added to the interest that the bond 
would be issued at say approximately 3 percent. So in any year the 
price went up 1 percent the added increment to the bond would be 4 
percent, is that correct ? 

Mr. Wernpera. It would not be an increase in cost to the Govern- 
ment in real terms. When you get inflation the taxpayers of the 
Nation in dollar terms increase so the Government revenue is increased 
as a result. The problem of inflation is that the spiral redistributes 
income in a way that hurts certain groups of people and older people, 
since they have no opportunity for increasing their income are the 
most vulnerable to evils of inflation. The Government does have a 
responsibility to avoid inflation. If it does not, its revenue increases 
because the tax base increases and out of that revenue increase the 


Government ought to meet its responsibility to protect those most 
vulnerable to inflation. 
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Mr. Ranpvotru. Insofar as the price index went up the bonds would 
be increased by that proportional amount, is that not correct? And 
insofar as that must be increased, it constitutes a cost to the Govern- 
ment. Is that not correct? 

Mr. Wernserc. A monetary cost, but not a real cost. 

Mr. Ranpotpn. It does constitute a cost. 

Mr. WernzerG. A monetary cost, but not a real cost. 

Mr. Ranpoten. Then the answer to the question is “Yes.’ 

Mr. WETNBERG. The answer is no increase in real cost, but an in- 
crease in monetary cost. 

Mr. Ranpoten. Mr. Mazey, in your statement you have advocated 
that the Federal Government take cognizance of certain problems 
and you have advocated that as far as the aging is concerned that 
the Federal Government should provide for increased retirement in- 
come, increased social security coverage and benefits, increased dis- 
ability benefits, lowering of the retirement age, an issuance of 
purchasing power bond with escalator clauses, passage of the Forand 
bill and free medical care, mental health care, more spacious dwellings 
for aging people, added community services, additional educational 
services, assistance in planning for retirement, all of which you would 
estimate would cost some $90 billion. How would you propose that 
these services be paid for? 

Mr. Mazry. Well, if we tighten up the loopholes on taxes. For 
example, if we regained our tidelands oil that was given away through 
the cosponsorship of a bill by Senator Goldwater, whom you repre- 
sent here, we would have enough money to take care of all these and 
also build schools and build ——. We could meet these needs 
by tightening up on the tax loopholes and regaining a property that 
really belongs to all the people of our country. And the other way 
is to do some intelligent planning on a Government level so we can 
get everyobdy in employment to use our new facilities for producing 
new goods, we can raise our living standards and the income of the 
Nation as a whole to be able to adequately take care of all these prob- 
lems that we suggest we tackle. 

Mr. Ranvotpu. In other words, your answer is that these services 
would be paid for by an increased monetary benefit to the Government 
from taxes. Is that right? 

Mr. Mazery. That is right, sir; and we get the taxes by regaining 
some of the property that was given away ‘by this administration. 

Senator McNamara. Thank you, gentlemen. 

Is there any further comment that any one of you want to make? 


COMPULSORY RETIREMENT 


Mr. Mazey. I noticed—I have been following these hearings very 
closely in the press as you have been scooting around the country and 
I noticed a comment that you made about compulsory retirement and 
I would like to make a couple of comments about that. 

I would like to point out that when we renegotiated our first pension 
plan that we did not want compulsory retirement because we recog- 
nized the fact that all people do not age at the same level. Some 
people are old at 60 and others are still young at 75, and we thought 
that people ought to be retired when they needed retirement, but if a 
person was physically and mentally alert and was in good health, they 
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ought to be able to continue the work if they wanted to as long as 
they wanted to. 

However, in order to get our foot in the door and get our first pen- 
sion program, we had to agree to compulsory retirement in the auto 
industry at 68. In the ear ly years of our plan, we had a great deal of 
difficulty with our compulsory retirement because many of the people 
who had reached 68 and above were people hired into the plants dur- 
ing the war years and as a result had not built up enough credits to 
draw enough pension. 

I remember attending a meeting of retirees of our union where I 
thought, it was going to be a celebration and all I had was complaints 

saying, “Why did the union force us to retire?” Well, it was not the 
union that did this. This was the result of collective bargaining. We 
did not want it, but had to work out the best agreement we could. 

However, I would like to point out to you that as we have improved 
our pension programs and as people have developed more years of 
service that we are having fewer people retire at the age of 68 and 
more of them are now retiri ing at earlier ages. I just got these figures 
together. In 1956, 30 percent of the workers at Chrysler retired at 
65; in 1957 it went up to 43 percent; in 1958 it went up to 44 percent. 
In Ford’s, 1956, 27 percent retired at age 65, which is normal retire- 
ment; in 1957 up to 34 percent; and it was 34 percent in 1958. 

In the same period we have a number of people who are retiring, 
not disability cases, but are retiring early, between the age of 60 and 
65, as they can under our program. In Chrysler, for example, i in 1956, 
5 percent of the retirees retired before the age of 65; in 1957 it was 
8 percent; in 1958 it was 10 percent. At Ford’s in 1956 it was 4 per- 
cent before 65; and in 1957 it was 5 percent; in 1958 it was 7 percent. 
In General Motors, 1956, 12 percent retired before 65; in 1957, 14 
percent; in 1958, 15 percent. If you take the combination of these 
two figures, the early retirement in Chrysler, for example, the 10 per- 
cent in 1958 and those who retired at age 65 which is 44 percent, this 
constitutes 54 percent of those currently retiring. 

If you take a look at the overall picture, people retiring between 
the ages of 65 and 67 it now constitutes 77 percent in C hrysler in 1950; 
63 percent in General Motors; and 76 percent in Ford's. 

Those who waited until it was compulsory to retire in those plants 

1 1958, 20 percent waited until the compulsory age in Chrysler; 23 
sake ent in General Motors, and 17 percent at Ford's. So that we are 
making a great deal of progress in this question as we are able to 
improve the program, as people can plan for retirement as they de- 
velop and build up the benefits they are retiring either at the normal 
retirement age of 65 or before. 

But I just wanted to give you these figures and to emphasize the 
fact that when we sat down at the bargaining table we didn’t want 
compulsory retirement at any age at all. This was not our idea. 
But in order to get a pension program, we had to compromise on this 
issue and that is why we have this in our contracts. 

Senator McNamara. Those are interesting and quite startling figures 
and we are very glad to have them for our record. 

Thank you again, gentlemen, we appreciate your contribution very 


much. You may be sure your recommendations will be given every 
consideration. 


43350—60—pt. 8——-10 





2154 THE AGED AND THE AGING IN THE UNITED STATES 


_Now, we have a panel this morning that is to report on the senior 
citizens’ workshop conference on aging held at the McGregor Memo- 
rial Center of Wayne University. The panel consists of Dr. Eleanor 
Wolf, Merrill Palmer School, Dr. Don Pomeroy, McGregor Health 
Foundation, Miss Maude Fiero, professor emeritus, Wayne Univer- 
sity, Mr. Sheldon Siegel, Jewish Family and Children’s Service, and 
Maj. Robert McMahon of the Salvation Army. Will you folks come 
up and be seated at the table on my left. 


STATEMENTS OF DR. ELEANOR WOLF, MERRILL PALMER SCHOOL; 
DR. DONALD S. POMEROY, PH. D., McGREGOR HEALTH FOUNDA- 
TION; MAUDE FIERO, PROFESSOR EMERITUS, WAYNE UNIVER- 
SITY; SHELDON SIEGEL, JEWISH FAMILY AND CHILDREN’S 
SERVICE; AND ROBERT McMAHON, SALVATION ARMY 


Senator McNamara. Are we ready, panel ? 

Dr. Wolf, will you start out first, please, since you are the first on 
the list? 

Dr. Wotr. The material which I am about to present was not pro- 
duced by economists, sociologists, or any other kind of professional 
expert in the problems of old age. Rather, it is a highly condensed 
summary of what senior citizens of this area themselves said about 
their income problems when they gathered together in their discus- 
sion groups this past Wednesday. 

As far as possible, it is in their own words as written down by the 
recorders who were assigned to each of the 15 groups which met during 
that conference. 


INADEQUATE INCOME THE MAJOR PROBLEM 


Anyone who was present there or who studied the material recorded 
during those sessions can’t help but be struck by this fact: The prob- 
lem of income overwhelmingly dominates all others and injects itself 
into every phase of the lives of older people. Discussion of other 
subjects such as health services, housing, community activities, and 
so on, were constantly interspersed with discussions of income prob 
lems. The harsh facts of the low income of our senior citizens in 
truded over and over again into their consideration of these other 
issues. Discussions of budgeting, planning, and maintaining one’s in- 
dependence broke down over and over again, as one senior citizen after 
another confessed that there just was not enough income to cover even 
the basic necessities of life. Many expressed the thought that their 
present incomes were approximately half of what is now required to 
maintain minimum standards of health and decency. 

In general, they said they could not provide decent housing for 
themselves, take care of critical illness, maintain an adequate diet or 
participate in meaningful activities to the extent that they would like 
to because of their extremely low incomes. This emerged as the major 
obstacle to all their hopes for a dignified and satisfying old age. 

Specifically, some of the points raised were as follows: regarding 
the social security law, some people suggested an escalator clause 
to adjust benefits to changes in the cost of living. Rising living 
costs, it was reported on all sides, make constant inroads into already 
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tiny incomes. A very frequently mentioned problem was the fact 
that widows do not continue to receive their husband’s full social 
security benefits in the event of his death. 


CONTINUANCE OF COMPANY PENSIONS FOR WIDOWS 


Also company pensions end with the death of the husband in most 
cases, it was reported. The increased life expectancy of women makes 
this a more wa more common problem. This problem of widows was 
of deep concern to many in the discussion groups. Some questioned 
the justice of the provision which stops payments to a widow when 
she remarries. It was pointed out that the husband’s contribution 
aided in building up this fund which should rightfully go to his 
wife regardless of what she decides to do after her husband’s death. 


LOWERING OF AGE LIMITS FOR OLD-AGE BENEFITS 


Many felt that unless discrimination against the older worker can 
be stopped, the age limits for eligibility for old-age benefits would 
have to be lowered. At present, many workers, even after the age of 
50 are virtually unemployable, it was contended, although they are 
years away from retirement age under the law. An especially difficult 
problem cited was that of the widow who, after the death of her 
husband, must try to find a job for the first time much before the 
age of 62. She is too young for social security benefits, but finds it 
almost impossible to get a job. 

Several raised this question about the disabled worker. “Why must 
a waiting period of six months elapse before he is eligible for bene- 
fits?” All of his savings, it was reported, can melt away during 
this time. 

Some said they were fully able and willing to work, but no one 
would hire them because of age. Many reported that no employer 
would even listen to their qualifications. Some criticized insurance 
companies for setting age limits so low that employers were forced 
to drop valuable and competent employees. Many asked if it would 
not be possible to bar age discrimination in employment as has been 
done in the case of race and religion in many States. 

There were also a great many who felt that part-time employment 
would be the ideal answer to some of their problems but that such op- 
portunities for people their age were almost unheard of. Many felt 
that the income limitation, that is, what can be earned without for- 
feiting social security benefits, is too low, and that the age limit at 
which this provision ceases to operate, 72 years, is too high. It was 
felt that those who are able to work and can find employment, despite 
age discrimination should not be discouraged from doing so because 
of fear of being cut off from benefits. Almost all reported that due 
to their very low income, they paid no income tax and indicated that 
this demonstrated to them that this was a much more fair tax than 
some others. They cited, by contrast, the effect of present sales taxes 
which they felt to be a very great burden upon them, especially in 
buying food. 

Also those who are trying to keep up their own homes reported 
property taxes have been difficult to handle. Many asked whether 
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there should not be some sort of exemption for the senior citizen, of 
low income, who is buying a very modest dwelling. 


SURPLUS FOOD 


A proposal which aroused considerable interest was that surplus 
food should be made available to people who, although above the wel- 
fare level have very low incomes. Many senior citizens reported that 
they are not able to follow the instructions of their doctors about high 
protein diets, although this has been much stressed in present-day ad- 
vice to the older person. 

There were still many people who worked in occupations not 
covered by social security, or when benefits were much smaller than 
present rates. In addition, there were some women who had never 
worked outside the home and whose husbands were not covered. Such 
people must depend on old age assistance which, they stated, placed 
them in a virtually pauperized position in its present form. 

Others stated they are receiving benefits only from private pen- 
sion systems, but that some of these are so tiny that their most 
basic needs cannot be met. An old teacher, for instance, reported an 
annual income of $1,050 a year after 30 years of service. Some of 
these people have a monthly income of $100. Of this rent and utilities 
alone takes half. There was general agreement that although old age 
brings with it many pr oblems of readjustment these could be met and 
faced satisfactorily by the overwhelming majority of senior citizens if 
their incomes could be lifted above the poverty level. 

Senator McNamara. Thank you very much. 

“Avery fine report from your workshop conference. 

The next on our list is Dr. Don Pomeroy. 

Mr. Pomeroy. I have been asked to give a summary report of the 
comments from the workshop that deal with the problems of health 

care and the financing of medical care. At the very beginning it is 
very clear that this material is very closely intertwined ‘with the re- 
marks which came forth regarding income and income maintenance. 


CONCERN ABOUT MEETING HEALTH NEEDS 


First of all, 1 would like to give you some of the general observa- 
tions which I made as I went over the notes from the various 15 work- 
shop groups. Given an opportunity to discuss their concerns, and 
problems, I was struck with the overwhelming interest and concern 
which the older people presented regarding how to get the kind of 
medical care they need and how to pay for it. There is a great deal 
of apprehension that they will not be able to meet the dem: inds which 
they have for medical care. 

It became clear that there is a growing need for some appropriate 
way of getting information to the older citizen regarding what kind 
of medical help, care and assistance are available within the com- 
munity, and help in knowing how to make use of those facilities which 
are available. A common complaint was that medical costs are too 
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high for those people who must maintain themselves on social secur- 
ity and limited pensions. 


Many favored some kind of a Federal Government sponsored medi- 
cal program. 

There were many comments made which reflected the older people’s 
attitude regarding the way in which they were treated when they 
sought medical help. The attitude of physicians, the workers in hos- 
pitals and clinics, the personnel in various agencies who might help 
them, frequently tend to dismiss the older person in a peremptory 
fashion. 

There were many direct criticisms regarding the way in which the 
Blue Cross program meets or fails to meet the needs of older people. 

There was general favorable agreement that the Forand bill should 
be added to the benefits for older people. It was even suggested that 
this bill should be expanded in its effort to provide adequate financing 
for medical care. 

The older people expressed the feeling that they prefer to pay 
something for their medical care. They do not want to have their 
medical care solely on a charity basis. They also expressed the desire 
to have the freedom to select their own physician and not be channeled 
into a set pattern. 

Senator McNamara. Can I interrupt you at that point ? 

Dr. Pomeroy. Certainly. 

Senator McNamara. There is no inference that there is anything in 
Forand bill that requires channeling in a certain area. They do have 
freedom to select. 

CENTRAL REFERRAL SYSTEM 


Dr. Pomeroy. That is right. I am merely trying to reflect some of 
the general attitudes implied in the group discussion. That is correct. 

To take another look at the material, there were certain services 
which were mentioned and which were thought to be desirable, par- 
ticularly on the Detroit scene. There was a suggestion made that 
some kind of consultation service for older people be available and 
here they were speaking of something more than our community in- 
formation service. They wanted someplace where they could get 
adequate advice regarding the intricacies of various kinds of health 
insurance plans so they would know what they were getting. They 
also wanted the assistance as to how to make maximum use of the 
available facilities which already exist within the community. 

There was an appeal for making available more services under the 
visiting nurses service type of program. They desired to have avail- 
able more outpatient health services. This was partly a matter of 
geographical location and also more available services so that they 
could get medical help at minimal cost throughout the city. 

It was suggested that it might be worth the establishment of a “well 
senior citizen clinic” much in the pattern of our “well baby” clinics. 

They made great appeal to have some way of being free from the 
uncertainty and suspense about how to care for medical bills. This 
was particularly in terms of long hospitalizations and surgical ex- 
penses. And particularly for the care of the cost of nursing home 
care when these services become necessary. 
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IMPROVEMENT OF NURSING HOMES 


Appeal was made for an upgrading of the standards for nursing 
homes and that these nursing homes should be maintained with some 
kind of adequade supervision, There was, parenthetically, frequent 
expression of the feeling that some of the nursing home proprietors 
were and should be legally responsible for some of the treatment which 
they provide for the patients. 

Appeal was made for improving standards of work and wages for 
nurses with the associated encouragement that more people enter the 
nursing profession. The ability to foresee the increased need for 
more nursing care from people w vho have had specialized training and 
interest in older people, was in evidence. 

They made an appeal for the encouragement of more trained physi- 
cians in the area of dealing with older people. 

One person made a substantial plea for the hope that with increased 
medical attention at minimal cost for older people, that this would 
not endanger the current high standards of medical practice. 

There are few other comments and observations which I would also 
like to make from my summary. In one particular group of about 
40 people, it became apparent that only about one-third of this group 
had some kind of medical insurance. Many of the older people made 
it clear that they go without medical care because they feel that they 
must save their money to take care of regular living costs. 


HIGH COST OF MEDICINALS 


They posed the problem or dilemma that older people are frequently 
advised to have regular or frequent checkups, yet their medical insur- 
ance does not provide coverage for this kind of activity. The need 
for being able to obtain dental care at reduced cost was raised. They 
pointed ‘out that oftentimes they are able to get to a physician for 
medical advice, but then are the recipient of prescriptions which call 
for drugs which are so expensive that over a sustained period it 
materially eats into their general living expenses. There was the 
feeling that prescriptions and dr ugs are too high in cost. The ques- 
tion was raised whether or not for ‘older people some kind of discount 
for medicines could be obtained and again the problem on information 
about the available facilities came to the fore with some people being 
aware that there are certain places in the city in which they can pur- 
chase drugs at a lower rate than from the typical corner drugstore. 

This information apparently is not ecela! distributed through- 
out the groups of older people in the community. 


A good deal of concern was focused on some way to have the as- 
surance that money could be available to take care of convalescent 
care. This means if they have to into a nursing home for a pro- 
tracted period. It was also suggested that effort be made to make 
available funds so that individuals could continue their convalescence 
within their own home, rather than having to go to the hospital in 
order to obtain the benefits from their medical insurance. 
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INADEQUACIES OF EXISTING HEALTH INSURANCE COVERAGE 


The comments relevant to the Blue Cross seemed to be in terms of 
lack of coverage for older people. Many of them expressed the feel- 
ing that maternity benefits were of little value to them and they 
would rather have other benefits included in their insurance program. 
Many suggested that those who have paid into Blue Cross insur- 
ance and other insurance policies over a long period of time without 
utilizing it should be eligible to some kind of rebate or return. Most 
of their insurance policies do not cover many of the rather expensive 
incidental medical expenses such as paying for the ambulance to 
take them to the hospital. They also complained how many com- 
yanies would cancel their insurance coverage after they had paid a 
bill which represented some kind of serious medical problem. 

This is a general picture of the kinds of things that were reported 
or were commented on in the groups dealing with medical care and 
medical financing. 

Senator McNamara. Thank you very much, Dr. Pomeroy, that 
was a very fine report and we appreciate the effort you put into 
it. 


Next, on our panel is Miss Maude Fiero. 

Miss Fiero. Well, first of all I am just going to give you a very 
short list that I made up, a sort of analysis of all I could gather 
from these panels of what people had to say about meaningful activity 
and then I am going to have the nerve to give you my opinion on it 
because it happens that I belong to the retired group. I retired not 


very willingly, I admit, but obligatorily at the aeg of 70, from Wayne 
State University, where I loved 1 my work and I had to build a whole 
new life for myself. So I am very much interested in this problem 
of meaningful activity and I will tell you why, later. 

Now these are a few of the things said and you can see how they 
link in with what Mrs. Wolf said about income problems, ete. 

Many of these people were very anxious for part-time employment 
and I am sure the anxiety was not just because they wanted more 
money. I think they wanted to be more alive. I think they wanted 
the dignity which an economic civilization always gives to those who 
are doing productive work of some kind. Some resent too much 
regimentation and planned activities. They do not want it. That 
oo that within themselves they want to do things for them- 
Selves. 


NEED FOR MEANINGFUL ACTIVITIES 


Much enjoyment. was expressed about being able to get together 
showing they had a definite need for communication and participation 
and I noticed in the group I conducted the joy and satisfaction they 
were getting in being able to express their ideas and feeling alive 
as they did so. They did not, for instance, want childish entertain- 
ment. As one fellow said, they want activities which should be mean- 
ingful to mature and intelligent people which most of them are. 

For inst ance, they do mention the actual cost of getting to recrea- 
tion centers, Often it is a great strain on these meager incomes Mrs. 
Wolf was telling you about. They feel that, for instance, chrono- 
logical age should not be the only determinant of worth on any job 
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or on any activity. And what I would say is that they simply want to 
be allowed, to be active as most of us do, and I say us because I belong 
in this group. I am not like those other people on the panel. I am 
not young and gainfully employed. We simply want to be allowed to 
help ourselves. 

This is my summary and my opinion, and I hope you will not think 
I am preaching. Besides a teacher, I know the inclination to do so, 
I want to give my ideas. I want to illustrate what I am trying to 
say, by showing my own hunger to communicate, to still teach, still 
be part of the stream of life. 


LIFE MEANS ACTIVITY 


For instance, 1 want to ask you first if you ever stopped to think 
about the meaning of activity—whether it is for young or old. Let 
us think of the two terms “life” and “death.” Now, what is the great 
distinguishing characteristic that absolutely separates these two, “life” 
and “death”? Life means activity. Death means surcease from ac- 
tivity. That is the important point. It is as simple as that. 

We don’t want things done for us, but that the channels shall be 
kept unclogged so that we can do and act for ourselves. Isn’t that 
true? We want to worthy members of the community and carry on 
something that is worthwhile. And the channels which may be 
clogged are the channels of insufficient income to keep body and soul 
together, sufficient recognition that we still have something to offer. 
We don’t want to be on the shelf. 

My psychiatrist brother says, “Only the very lazy, and they are 
few, ever want to give up activity.” 


MEANING OF GROWING OLD 


So, now, I want to say a final word and now I am afraid I may be 
preaching a little. It is a word to us old people: Something I have 
learned through a long life of experience and study. What growing 
old means—what growing old can mean. And I think in times to 
come it may mean more and more of this. When I was young and 
full of beans, full of life and energy, one of the things I studied was 
poetry. You know the poets are wonderful because they look into 
things and tell us things and show us things that we can’t always see. 
I remember in the poet Browning I came across a phrase, I don’t 
remember the name of the poem, I did not have to look it up because 
I never forgot the phrase and I was puzzled by it and yet I felt even 
in my youth that there was something very deep and meaningful in 
there. "This was what it said: “Grow old ‘along with me. The best 
is yet to be, the last of life for which the first was made.” It took 
me 75 years of experience in the sorrows, the joys, the frustrations, the 
disappointments, the satisfactions that constitute life to know that the 
poet had had a great flash of insight. Because I want to tell you that 
I love life today as I couldn’t have loved it when I was 25. “Because 
I did not know enough about it. I did not know enough to love it. 
And, when for a little instant after my retirement I began to lose 
that love of life, how I fought to get it back; because it is worth 
living to the end of our days. Here is an idea T want to give you. 
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I got this new idea the other day. I always could hardly wait to get 
to my classes when I got a new idea to see how they would take it. — 

I have this new idea. I have been thinking a great deal about 
our troubled world and about the sorrows and sins as well as the 
joys. I still believe the word “sin” is a good old word though I am 
a sociologist. It has meaning. And anyone who can’t see its mean- 
ing today must have something wrong with him. I asked myself, 
Is there some great and final sin of which peoples and individuals 
may be guilty, from time to time? I kept thinking about it and I 
thought, What is it in us that somehow makes us feel that murder is 
still the greatest of crimes?) Why do we even begin to feel that the 
State itself has no right, as we believe in Michigan, to take human 
life? Then I asked why is there gradually and dimly growing in us 
a feeling of the horror of war and that we must somehow eliminate it 
from human society? I think it is rooted in something so deep in 
us that it was with us at our birth, almost, and that is, that such things 
are a denial of the greatest gift, which is life. And then the thought 
came to me: What is, therefore, the greatest sin that we as individuals 
or as peoples can commit ¢ And now I am speaking in figurative or 
poetical language. It is to carelessly, or unthinkingly, or selfishly, or 
viciously, or w illfully, or indifferently, so to spe ik, cast back into the 
face of God his greatest gift which is the supreme gift on which 
everything else depends, and that is life. And this committee, if it 
has any meaning at all, is a committee which in essence is working 
for a more meaningful life. 

Thank you. 

Senator McNamara. Thank you very much, Professor Fiero. 

Next is Mr. Sheldon Siegel. 

Mr. Stecet. Following Dr. Fiero, I feel a little as though I ought 
to leave instead of speaking. I am glad, though, that I am on the 
same side of the table as she is because if I were to be debating her, 
I would not be afraid of her age, but rather I would be afraid of her 
youth and vitality. 

The report which I am going to present is a summary of the dis- 
cusion on community and soci: al services which took place and in the 
various workshops last. Wednesday. 


COMMUNITY AND SOCIAL SERVICES 


The area of community and social services is a very broad one. It 
includes programs of counseling on personal, social, and health prob- 
lems, referral to existing resources, administration of finances, pro- 
vision of leisure-time activities, identification of unmet needs, and the 
planning and coordination of the various services in a community for 
strengthening g existing services and developing new ones. These serv- 
ices are or eanized under both governmental and voluntary auspices. 
The members of the workshop groups were not equally informed 
about the availability of the various services. Consequently, there 

ras some misunderstanding about them. Yet, almost every partici- 
pant indicated in his discussion of the other areas, health, housing, 
Income, meaningful activities, that he has had firsthand experience 
with one or more community or social services. 





9162 THE AGED AND THE AGING IN THE UNITED STATES 
MORE COUNSELING SERVICES NEEDED 


For example, some of the participants who were receiving old-age 
assistance have had experience with public assistance agencies and 
workers. In theory this worker should be available to assist the old- 
age assistance recipient in using his limited fund in the best possible 
manner. He should be available to help the recipient obtain and use 
the resources, health, counseling, leisure time that are available. In 
practice, however, most. old-age assistance recipients are seen about 
once every 9 months. That is in Wayne County. And then only to 
make sure that he is still eligible according to the means test. 

Another example where some of the participants used, or might 
have used, social services is in the health services. Participants indi- 

cated many problems as Dr. Pomeroy indicated in getting medicines, 
in using the existing hospitals and clinics. Yet, many private hospi- 
tals and all the public hospitals in our area have social service de- 
partments whose job it is to help the patient make maximum use of 
the hospital facility and to help him understand and to adjust to the 
many social problems which accompany illness. 


SHORTAGE OF SOCIAL WORKERS 


The implications of the lack of knowledge, misunderstanding and 
confusion and lack of use of social service resources are twofold, at 
least. At least these are the two I could think of. First—and this 
was not brought out directly, but was implicit in each of the dis- 
cussion groups, as they discussed this topic—is that there is an ex- 
treme shortage of professionally trained social workers in every com- 
munity and social service. The shortage is compounded by the in- 
creasing needs of all people, including the aged and by the iucreas- 
ing size of our population. 


PUBLICITY ON RESOURCES 


The second implication from the discussion is the necessity of mak- 
ing known to older persons, indeed to every one, the variety of facili- 
ties and services available to them. A suggestion was made to the 
newspapers that they might make available on a daily or weekly 
basis, a page, or if not a page a column, devoted to the different social 
and community service agencies and how they serve the people of the 
community. 

A second suggestion was made to the agencies themselves to make 
known what they do and it was felt that this could be done especially 
at the time of the Torch Drive campaign which it was felt would be 
an excellent time to educate the community about all the services to 
which they are contributing. 

It was indicated earlier that knowledge of the services was uneven 
in the various groups. Those participants who were knowledgable 
about the services derived their understanding from their use and ex- 
perience with the community and social service agencies. They did 
not believe they wanted for themselves more buildings and facilities. 
Rather they wanted more staff. Also they wanted a study made of 
how they and others could make better use of already existing tax- 
free buildings. They wondered if the public schools could be used 
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after school hours. There was thought given to the expanded use of 
church facilities. In general, the participants felt that if services 
were made known, if they were made accessible and if they were well- 
staffed with qualified people that they would use them. 

The value of community and social services in the recreational area 
was illustrated by one woman in one group who said that she and her 
husband had been sick for many years. They had had to pay many 
hospital bills, went to the doctor with increasing frequency. When a 
community center was made available in their neighborhood and they 
began to attend the center regularly, they found they no longer had 
time to be sick and see the doctor. 

Senator McNamara. Very good. 

The last panelist here today is Maj. Robert McMahon. We are 
glad to have your comment, Major. 

Major McManon. I w ant to report on the housing problems, 
gleaned from the 15 discussion groups on December 9, 1959. Our 
senior citizens seem to feel that inflation is the root of the problem as 
far as housing is concerned. Increased taxes, cost of repairs, altera- 
tions and insurance without an equal increase in income has played 
havoe with homeowners who are senior citizens. 


TAX EXEMPTIONS FOR SENIOR CITIZEN HOMEOWNERS 


The general opinion from these discussions is that there is a dire 
need for Government relief as far as taxes are concerned. It was 
stated that possibly when a person reaches the age of retirement he 
should automatically come under a tax reduction in his property, as 
some States are already set up to do, or a tax exemption similar to 
that granted by the State of Florida might be made. 

People in the senior age bracket who own their own homes and 
there were a great number at this forum were very disturbed at the 
possibility of losing their homes or at the thought of these homes 
deteriorating because they are unable to stand the expense of keeping 
them in repair. One gentleman said this is what caused slums. A 
tax reduction or exemption would help these older people to maintain 
their normal standard of living and of self-respect. 


HIGH RENTALS A PROBLEM 


The senior citizens who are renting have their problems also. Rents 
are too high and facilities inadequate. They love their children and 
appreciate what the children want to do for them, but they do not 
want to live with the children and will do so only as a last resort. 
They feel after having living and managed their own homes it is 
next to impossible to take up residence with the children and grand- 
children. It robs them of their independence in most cases and they 
would much rather live in a little place of their own, no matter how 
humble. 

There is a need for more low-cost housing in this area similar to the 
project at Herman Gardens. The residents from Herman Gardens 
who attended these discussions are sold 100 percent on this type of 
housing. Herman Gardens is especially attractive to married couples 
with apartment units where they can do their own housekeeping 
and cooking and there is outdoor space for various activities, or just 
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walking or sitting in the sunshine. The problem here seems to center 
sain the single person who has lost his marriage partner by death 
and must rearrange his life. If the man is left, he has housekeeping 
problems. If the woman is left, she has the problem of managing on 
a decreased income from pensions or social secur ity 

It is felt that some particular provision should be made for these 
persons, especially if they like the apartment-type living. How it 
should be handled was not quite clear and no one seemed to have the 
answer. The problem was stated. The solution was not known. 


RETIREMENT HOMES 


Much discussion was give nto the downtown hotel type of living 
for the aging such as Carmel Hall and the Salvation Army Eventide 
Residence. Some advantages of this type of home were spoken of, 
such as being near the hub of community activity, well-balanced meals 
and maid services for those who have found the home chores too much 
for them to manage. These centrally located hotel residents are at- 
tractive to many Detroit residents, but many of them have a fear 
of outliving their savings because of small pensions. 


LOW-RENT HOUSING DEVELOPMENTS 


It is felt that there is a critical need for low-rent housing. The 
rents in private housing are too high. In planning new housing 
units, consideration should be given to the aging in such matters as 
safety facilities, elimination of stairs as far as “possible. It is thought 
that ground floor apartments are the ideal thing for homes for senior 
citizens. The new housing development for the aging should be as 
near centers of activity as possible with transportation at hand so 
that they can pursue their normal pattern of living through the later 
years of life. 

One of the gripes on present housing facilities for the aging is that 
there is not sufficient space for the pursuing of individual interests 
such as raising plants and gardens, and so forth. 

Summarizing the dise ussion on housing problems our senior citi- 
zens are concerned about three specific needs which confront them 
and here they are: 

First, the aging homeowner needs tax relief. 

Second, there is a need for more low-rent housing units for the 
aging who have small incomes. 

And third and last, there is a need for a method of increasing in- 
comes so that those who want and need the hotel type of housing may 
avail themselves of it. 

MEDICAL CARE 


c 


Senator McNamara. Thank you very much, Major. That is a 
very fine report. 

Now, I will ask any of the panel to answer this question: we have 
been told repeatedly in our hearings that all aged persons who need 
medical care get it. Were there any comments among the senior 
citizens relative to this statement? Are you satisfied th 


at this is a 








THE AGED AND THE AGING IN THE UNITED STATES 2165 


correct statement and everybody who needs medical care can get it in 
this community ? 

Dr. Pomeroy. I can make the report that in the digest in the 15 
croups relevant to medical care there were frequent comments made 
that physicians, some physicians, refused to provide the kind of 
services the older person wanted, if he were only on a social security 
income. Another complaint was in regard to the lack of being able to 
get a physician to make a house call. 

Major McManon. I add here that in getting help of this kind, 
sometimes when it comes it is no longer needed. 

Dr. Wor. That is right. I would like to add something, if I may, 
2 statement that was made in our group. 

Senator McNamara. Go right ahead. 

Dr. Wotr. Many people said they had been told that some of this 
pending legislation such as the Forand bill would mean that people 

‘would be tied up in redtape and might have to wait and wait for a 
doctor. Some of their comments about this were quite bitter and I 
think understandably so. Many of them said, “We wait and wait and 
wait to go to a doctor not because of any redtape, but because we keep 
hoping that that lump or that ache or that ominous sign or other will 
2o away because we don’t have the money to pay. 

Other people told how they had sdaareuenelt private physicians who 
had recommended to them a very necessary but costly treatment and 
they had hesitated, at which time one woman said the doctor said to 
me, “Well if you have nothing, let me know and I will try and do 
something about it.” And she said to the group, “I didn’t want to 
tell him that I have nothing. We don’t have nothing. My husband 
and I have an income of $165 a month.” She said, “No, it isn’t 
nothing,” and there was very great dignity and self-respect in her 
voice as she made this statement. She said, “I wasn’t going to tell him 
we didn’t have a dollar, so I just didn’t come back.” This is the kind 
of human tragedy that I think struck everyone of us as we participated 
as leaders of these discussion groups. 

Senator McNamara. Thank you very much, Dr. Wolf. 

I should like to take this opportunity to mention once again the 
great contribution made to these hearings by the senior citizens work- 
shop on aging. The views and recommendations of senior citizens 
themselves are essential to our staff. The suggestions reported this 
morning are definite, pointed, and extremely helpful. We appreciate 
very much the time and effort devoted by senior citizens to this work- 
shop. Our report to the Senate will take full account of their views. 

We are deeply appreciative of the untiring work of Mary Guiney 
of the United Community Services, Prof. Mildred Peters of Wayne 
State University and Charles Odell of the UAW in coordinating the 
arrangements of the workshop. 

This is a particularly fine contribution to our record and you can 
_ sure we value your cooperation very much and I want to thank 

‘ach and every one of the panel for their help in this situation. 

Thank you. 

We have a communication we want to make an official part of the 
record at this point sent to us by Mr. Jerry Voorhis, executive secre- 
tary of Group Health Association of America. 
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STATEMENT ON HEALTH CARE FOR THE AGING SUBMITTED BY THE GROUP HEALTH 
ASSOCIATION OF AMERICA 


In the letter submitted by Group Health Association of America to your sub- 
committee on July 24, 1959, we outlined in broad perspective the health-care 
problem of our aging people. We pointed to two rather obvious facts. First, that 
older people need considerably more health care per capita than the rest of the 
population. Second, that older people have much smaller incomes and other 
resources with which to pay for the health care they need. We stated that the 
various voluntary prepayment, direct service, group health plans which are 
members of Group Health Association or with which GHAA has close relations 
are putting forth genuine effort to meet the health-care problems of aging 
people. But we were forced to state also that lack of financial resources on the 
part of either the plans or the older people has thus far proved an effective 
barrier to the development of patterns of action that would adequately meet 
the problem. 

We promised to submit, as soon as possible, to the subcommittee the results of 
a survey of the practices, efforts, experience, and findings of a cross section of 
the voluntary, prepayment, direct service group health plans in our member- 
ship, and related thereto. We do so now. This statement will catalog the re- 
sults of that survey in a manner which we hope will be helpful to the committee. 
It must be borne in mind that our survey is far from comprehensive—even as to 
our own member plans, let alone the even larger number of group health plans of 
many kinds which are now operating throughout the United States. We do be- 
lieve, however, that our survey includes a valid cross section of the different 
kinds of voluntary group practice health care plans in the country and that it 
reflects the experience of most of them with fair accuracy. 

The survey includes two comparatively small rural health plans each with less 
than 1,000 subscribers; two voluntary organized groups of consumers purchasing 
comprehensive services from Kaiser Foundation Health Plan; a plan which in- 
cludes in its voluntary enrolled membership most of the population of a small 
northern industrial city and its environs; one of the two largest communitywide 
direct service, prepayment group health plans in the United States, operating in 
our largest city; two other somewhat similar comprehensive direct service plans 
operating in large metropolitan areas; the largest labor union health and wel- 
fare program in the country, operating nationwide for all members of the United 
Mine Workers of America and their dependents; the only significant multiunion 
health center service plan in the country; and a typical single union health center 
plan, servicing all members and dependents of one local union. 


TWO BASIC FACTS 


It is a fact that older people have incomes much smaller than those of the popu- 
lation as a whole. Income of the average couple on social security is only about 
$1,440 a year. And the entire population 65 years of age and over probably has 
per capita income considerably less than half that of the population in the normal 
working years. Three out of every five people 65 years of age and over have 
gross incomes less than $1,000 a year. Coupled with this is the fact, borne 
out by our survey, that the needs of older people for medical care are greater 
than those of younger ones—and hence more costly. One plan’s experience seems 
not to support this conclusion. In the year ending June 30, 1958, the United 
Mine Workers Welfare and Retirement Fund spent $44,331,000 for hospital and 
medical care benefits for 54,649 employed or temporarily unemployed miners and 
their dependents. In the same period, $12,789,000 was spent for similar benefits 
for 29,185 pensioned miners and their dependents. Here it would appear that 
considerably more per capita was spent for hospital and medical service to 
working miners than for the retired group. However, exact statistical break- 
downs are not available and the hazardous nature of coal mining to which work- 
ing miners are exposed but retired ones are not may account for this divergence 
in the experience of the miners’ fund. Especially would some such explanation 
seem logical in view of results of a 1953 survey of hospitalization of people 
covered by that miners’ fund. This study showed that whereas people of all 
ages required 150 instances of hospitalization per 1,000, the group 60-74 years 
of age required 292 cases of hosiptalization, and the group over 75 required 371. 

All the other evidence leads to the conclusion that costs of care for people 
over 65 (or 60) are substantially higher than those for younger people. The 
Amalgamated Laundry Workers Health Center Plan in New York City reports, 
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not exact statistics, but states that experience has shown the cost of prescrip- 
tion drugs for retired union members and their dependents to be much higher 
than for working members. Further, whereas retired members constitute only 3 
percent of the enrollees, they account for 5 percent of the utilizations of the serv- 
ices of the health center. 

Important evidence comes from Health Insurance Plan of Greater New York, 
one of the largest of all prepayment group practice plans in the United States, 
with about 530,000 persons enrolled on June 30, 1958. Of these 20,000 or 3.8 per- 
cent were over age 65. The number of physicians visits per person per year 
was 4.8 for all ages; but was 6.7 percent per year for those 65 years of age 
and over. 

The experience of Group Health Association of Washington, D.C., with re- 
spect to hospital utilization and cost shows that for people over 60 years of 
age, comprising 6 percent or more enrollment, the average hospital episode ex- 
tended twice as long and cost more than twice as much as was the case with 
the total enrollment of 22,899 persons. The number of hospital admissions per 
100 enrollees was 0.6 for all ages and 8.0 for the group over 60. Number of 
hospital days per 100 enrollees was 4.8 for all ages and 74.7 per 100 enrollees 
over age 60. An average length of stay was 6.6 days for all ages and 14.1 days 
for those over 60. 

Unfortunately, a number of the plans surveyed have not kept statistics on util- 
ization and cost of care broken down by age groups. But when asked what they 
considered to be the key problem connected with health care for older people, 
every single plan which answered stated, with variation or course as to exact 
wording, that it is the inability of older people to pay the cost of the much 
greater amount of medical care and hospitalization needed by them. 


PRACTICES OF PLANS RESPECTING OLDER GROUP 


In general, it is found that direct service group health care plans continue 
coverage and benefits for people after they pass retirement age whenever they 
have been enrolled before that age. This is done despite the obvious fact that 
cost of care of this group must be to a degree subsidized either by requiring lar- 
ger monthly payments from younger subscribers than would otherwise be nec- 
essary, or else by taking more per capita out of a health and welfare fund for 
the care of the older people. 

The miners’ nationwide plan and the laundry workers’ New York local union 
health center, and the A. F. of L. Medical Service multiunion plan of Phila- 
delphia—all three provide exactly the same services and benefits to retired peo- 
ple as to those still working. Obviously, this is paid for out of the health and 
welfare funds which are the source of payment for the services in all three cases. 
Perhaps it is unnecessary to point out the obvious fact that the very use of the 
word “retired” in these cases implies that the people were enrolled during their 
working years. The unions have simply adopted the policy of spreading the use 
of the funds to cover their older and retired members. This gives point to 
comment made by two plans to the effect that a partial answer to the problem 
of health care for older people is to be found in getting people into prepayment 
plans before they reach retirement age and then in applying the insurance prin- 
ciple of paying during working years for one’s own needs in the years after re- 
tirement. 

The plans not having the benefit of health and welfare funds provided by 
industries have a harder time. In such cases, the premiums or membership 
dues paid by all subscribers have to be “loaded” sufficiently to pay the higher 
cost of care for the older group. In most cases, such as the small rural plans at 
Deer Park, Wash., and Hoopa, Calif. Community Health Center of Two Har- 
bors, Minn., the San Diego Health Association, and Group Health Association of 
Washington, D.C., enrollees reaching age 60 or 65 continue to receive the same 
benefits and for the same premium charges as was the case before. One of the 
groups purchasing for itself Kaiser Foundation Health Plan coverage reports that 
it must pay increased monthly dues for any of its members after they reach age 
65, but without any reduction in benefits. 

Health Insurance Plan of Greater New York, which has no individual enroll- 
ment, but only group enrollment continues to provide full benefits for all sub- 
scribers regardless of age so long as they remain members of an employed group. 
At the point of retirement, any such person may convert to individual coverage 
if he desires and is able to do so. If he does he receives such coverage at the same 
premium rates and for the same benefits as before. But the problem is that 
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in most cases the employer’s contribution of at least 50 percent and frequently 
more of the premium cost ceases upon retirement of the worker. And the in- 
dividual must start to pay the entire premium himself. Many do so. But, 
apparently, a somewhat larger number do not, although exact statistics on 
this point are lacking. I may be pertinent evidence of the importance of the 
financial problem involved in HIP conversion that only 3.8 percent of HIP en- 
rollees are over 65, compared to 5.8 percent at A.F.L. Medical Service Plan, 16.6 
percent at Two Harbors Center, 8 percent at San Diego and 6 percent at Washing- 
ton, D.C. Group Health Association. 

When it comes to original enrollment of people who have reached retirement 
age, the siutation is a different one. Whereas the plans generally continue to 
provide full service beyond the retirement age for those already enrolled, few of 
them find it possible to open their rolls to new enrollees of more than 60 or 65 
vears of age without imposing restrictions on benefits or requiring increased 
premiums. One plan, the new small rural plan at Hoopa, Calif., has no age 
restricions whatever on entry into its membership. Neither, however, does it 
have any utilization figures whereby it can judge what effect this policy is having. 
The groups subscribing for Kaiser Foundation health plan coverage may not 
enroll anyone who is over 60 years of age. The Tri-County Hospital Association 
of Deer Park, Wash., will enroll no one who is beyond age 65. Community 
Health Center of Two Harbors, Minn., a plan which includes in its membership 
about two-thirds of the population of that small city and 16.6 percent of whose 
subscribers are beyond the age of 65, does not enroll anyone who is over 65. 

San Diego Health Association, with 16,000 persons covered, does accept new 
enrollees who are over 65, but while charging them the same premium, excludes 
them from hospital coverage. Similarly, Group Health Association of Washing- 
ton, D.C. does enroll new people in the older age group but excludes both hos- 
pitalization and surgery for anyone newly enrolled who is more than 60. In 
this way, the San Diego plan and the Washington, D.C., plan, in effect are 
charging higher premiums to newly enrolled older people and in this way 
equalizing the cost of care for all groups and avoiding the necessity of loading 
the premiums of the younger members. 

In the case of Health Insurance Plan of Greater New York, people beyond 65 
(or any other age) are accepted for enrollment but only if they are members 
of a group which is enrolled. In fact HIP does not accept any enrollments 
except group enrollments. Thus it becomes quite clear that despite their desire to 
meet the healih care needs of older people, the direct service, voluntary, prepay- 
ment group health care plans find it actually impossible to do very much for 
people beyond 65, or even beyond 60, unless they have been first enrolled at a 
younger age. The reason is quite obvious. To open their membership to older 
people would require so heavy a loading of premiums for all subscribers that all 
except the upper income groups would be excluded from participation at all in 
such plans. 

Lack of financial resources either in the pockets of the older people or in the 
coffers of the plans to meet the high cost of adequate medical care for older 
people is thus seen as the key problem. 

The final question is: To what extent do the voluntary prepayment group 
practice plans actually meet the total needs of older people who are covered by 
them for health and medical care? 

The answer to that question depends, obviously, on the comprehensiveness 
of the services provided by each plan. In the case of the two single-city labor 
plans the answer is “all diagnostic and ambulatory care which a modern health 
center can provide.” One of the plans comments, however, that the retired 
members simply don’t have resources to pay for other services needed even 
when they receive without charge all the health center services. The miners’ 
program provides practically all kinds of care except “routine home and office 
eare of the doctor.” Health Insurance Plan of Greater New York, Group Health 
Association of Washington, D.C., the Kaiser plan groups, and the Two Harbors, 
Minn., plan provide “comprehensive” care which can rightfully be described 
as about 85 to 90 percent of all health care needs. The smaller rural plans 
generally provide all types of care, including hospitalization, which their small 
professional staff can provide. 

It can be said, therefore, that the voluntary prepayment, direct service, group 
practice health plans do provide a substantial part of the answer to the health 
care problems of our older people, but only where these same people belong 
to an enrolled group, or to a labor union whose health and welfare fund is large 
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enough to pay for care for retired as well as working members, or where the 
individual in question has enrolled in the plan at a younger age. 

To meet the problem, generally, it is still evident that resources beyond those 
available either to the plans or the people over 65 (or even 60) must be made 
available from some source. Application of the insurance principle would seem 
logical. And use of the social security system as a convenient vehicle certainly 
recommends itself. 

The hearings are adjourned now until 2 o’clock. 

(Whereupon, at 12:25 p.m., the hearings were recessed, to recon- 
vene at 2 p.m. of the same day.) 


AFTERNOON SESSION 


Senator McNamara. The hearing will be in order. 

We would like the four gentlemen whose names I call to come up 
and be seated at the table on my left. 

Dr. A. Hazen Price, chairman of the Detroit Metropolitan Com- 
mittee on Aging, Dr. Thomas McKean, president of the Michigan 
Medical Service, Mr. William S. McNary, executive vice president, 
Michigan Medical Service, and Dr. Robert Novy, Wayne County 
Medical Society, past president, I understand. 

Will you four gentlemen come up. 

We are informed that Dr. Novy is not here but we expect him in 
the next few minutes, so we will proceed and hope that he will join 
us as soon as he comes into the auditorium. 

Dr. Price, would you like to start off ? 


STATEMENT OF A. HAZEN PRICE, M.D., CHAIRMAN, DETROIT 
METROPOLITAN COMMITTEE ON AGING 


Dr. Price. Senator McNamara and members of the Senate sub- 
committee studying the problems of the aged and aging, and ladies 
and gentlemen of the audience, I am Dr. Hazen Price of this city 
and shall talk to you as a physician who has been actively engaged 
in the practice of medicine for 40 years and at the present time a 
trustee of the Wayne County Medical Society. I shall also speak 
as the chairman of the Committee on Aging of the United Com- 
munity Services in this area. 

I am very happy of the opportunity to appear before you to add 
some thoughts and experiences we have had in our efforts to help 
older people in the Detroit metropolitan area. 


CHANGING PATTERN OF MEDICAL CARE 


For many generations physicians have cared for whole families, 
children, parents, and grandparents. They have learned to know 
these many individuals very intimately, not only their illnesses but 
their joys and sorrows as well. They have been looked upon as close 
friends and were sought to give advice in every conceivable 
difficulty. 

With the tremendous increase, however, in the number of older 
people in every community, it has become more and more apparent 
that the problems of the aging are community problems, and the 
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physician is no longer in a position to solve all of them as he had 
in the past. 

Other persons in different walks of life must be enlisted to help 
remedy some of the difficulties which have arisen, in order that our 
older citizens will have all the opportunities for contented living 
which they deserve. 

About 5 years ago the United Community Services of our city 
recognized the needs of the older people in this area and initiated 
the formation of a committee on aging. It was made up of a group 
of individuals, both professionals and nonprofessionals in all walks 
of life, who had previously manifested an interest in older people’s 
welfare. 

This committee has explored in a general way the needs of our 
older members of society. Public forums were held in an educational 
effort to stimulate among our citizenry an awareness of the problem. 
An institute was arranged for professional groups already engaged 
in activities for older persons in the hope that an exchange of ideas 
would be helpful to all. The formation of day centers was encour- 
aged and money was appropriated for their professional staff. 

“More ree ently an intensive study was made by four subcommittees 
in the fields of employment and income maintenance, leisure time ac- 
tivities, living arrangements, and the health needs of the older mem- 
bers of our society. Testimony was given and discussions were held 
on many occasions with a large number of individuals who had special 
interest in these four areas. Many of the older people themselves 
were asked to come and tell just how they felt about these four areas 
of study. 


MORE INFORMATION REQUIRED ON WANTS AND NEEDS OF THE AGED 


The first conclusion we came to was that in all these fields we had 
very little actual knowledge of just what older people in our commu- 
nity wanted and needed. In our studies we contacted groups of older 
individuals who attended day centers, various social clubs, church 
groups, residents of homes for the aged, and hospital clinics. 

They were captive groups to whom we could talk to gain some in- 
formation. These were the people who were ambulant and very 
vocal in expressing themselves as well. Actually they constituted 
only a very small percentage of those persons who had retired and 
were living in our midst. We were inclined to think that because 
we had not heard from the rest they were getting along reasonably 
well with their income, living arrangements, recreation facilities, and 
their present state of health. 

The ones we heard from had some trouble, while the balance were 
seemingly getting along and felt they did not need outside help. We 
felt. these may be false conclusions and that surveys should be made 
to learn more about these many thousands of persons who were seem- 
ingly contented. It is our intention to do just that in the next year, 
so we'll have more factual data to present at the Washington con- 
ference in 1961. 
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FOCUS ON NEIGHBORHOOD 
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Our second conclusion was that in the future more of our efforts 
should be directed toward the establishment of neighborhood programs 
where as many of the needs of the older person as possible could be 
met—small low-rental housing or cooperative units in every commu- 
nity near shopping areas, adequate recreational facilities, churches, 
schools, libraries, employment, and medical care centers, all within 
a relatively small area so the older members of the community would 
not have to travel too far to get what they wanted and needed. 

To provide one facility without the other would seem to be a very 
inadequate way of solving the overall problem. Then too, it would 
provide companionship which tends to prevent loneliness, the most 
dreadful problem with which some older people have to contend. 

In general it was pointed out that in this changing world with urban 
redev ‘elopment programs underway, we were moving people rather 
abruptly away from their old neighborhoods and reloc ating them in 
new areas of development. In these new communities they did not 
know anyone and were lost because everything was so new and strange. 
Regardless of how we tried to help them, they missed the old sur- 
roundings with which they | had lived for 50 or more years. 





CHANGES THAT COME WITH AGING 




















Another shock was the death of husband or wife with whom they 
had shared joy and adversity for many years. The loss of their job 
through compulsory retirement and trying to live on a greatly re- 
duced income seemed a very difficult adjustment to make for most 
people. The loss of station in the community and the family from 
one of importance to one who was having everything done for him 
and who was seemingly not necessary to anyone. 

Then too the gradual loss of physical ability to perform the many 
tasks he had always been accustomed to added another frustration 
which was not easy to accept. 

We also come to realize that many of these same people still wanted 
to learn and that our schools and universities had a tremendous part 
to play in providing facilities for older people to learn new skills or 
just to go back to school for the enjoy nol of learning something new. 
This was apparent when last fall 150 persons past 65 years of age 
enrolled in extension courses offered them by our two universities. 

It was apparent, too, that our churches had a real stake in helping 
these people by providing them with many activities near their homes, 
as well as giving those who wanted its spiritual support in their later 
years. The maintenance of family ties, so important to the older 
person, is truly a function of the church. 





REFERRAL 





AND INFORMATION CENTER 


We also found there were many people who wanted information 
about the community resources available to them in the fields of em- 
ployment, recreation, and the various medical care facilities, friendly 
visitors, and homemaker services. A referral and information center 
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would seem to be the answer, so that older people will have a place to 
go and talk with an informed and niiatiadie person about their 
many individual needs. 

A wonderful example is the Chronic Disease and Referral Center 
established in Cleveland through the cooperation of many charitable 
agencies, 

ROLE OF FAMILY PHYSICIAN 


As a physician I must talk about the health services available to 
the older person, how they can be obtained, and how they should be 
financed. The family physician with his great knowledge of the total 
person is still the one who gives the most and best care to the older 
person. He will care for the patient in his home where most older 
people would rather be when they are ill. 

If an acute emergency arises, so hospital care is necessary, he will 
see that this is arranged for whatever length of time is necessary. If 
the individual has hospitalization insurance, there is no problem for 
payment; but if they do not have insurance, then the various city and 
county facilities can be utilized so that good medical care is provided. 

There is no need for anyone to go without medical care regardless 
of their financial circumstances. There are facilities available for 
everyone, but unfortunately they are not always known to the patient 
or the doctor. Here the central referral and information center 
would be of inestimable value. 

In most urban areas hospital outpatient departments are set up so 
they can give good care with all the diagnostic facilities available. 
Patients referred by their family physician can get whatever treat- 
ment is indicated at a minimal cost. 


REDUCED FEES FOR RETIRED PERSON 


Physicians everywhere are cooperating with the A.M.A. program 
of reduced fees to retired persons. Many of us never expect pay- 
ment for services we have rendered people who have been under our 
care for a long while, and now as they grow older, we are happy to 
continue. Then too, a word from the physician to a cooperating 
pharmacist will oftentimes give essential medicines to a deserving 
patient at a reduced cost. 

The visiting nurse is doing a heroic job in giving nursing care in 
the home to any person regardless of their station in society or 
ability to pay. It is important that they be given financial support 
by the county or State for the care of the indigent patient even 
though they are members of the united fund and derive some of 
their s support from this community source. 


VOLUNTARY HEALTH INSURANCE COVERAGE 


The American Medical Association position in this whole field of 
health services to the aged is well documented in the statement of Dr. 
Fred Swartz, the chairman of the A.M.A. C ommittee on Aging, made 
to Senator McNamara’s committee last August. It is well presented 
and bears careful study. It reiterates again and again the need for 
maintaining the voluntary method of health insurance protection. 
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This has made tremendous strides in the past 5 years, so that at the 
end of another year 60 percent of our senior citizens will be covered 
under this plan if the present rate of increase continues. By 1965, 75 
percent, and by 1970, 90 percent will be covered. With the continued 
cooperation of industry and insurance en continuing their 
coverage after retirement, this seems assured. It should be pointed 
out that the Forand bill provides for hospital services and surgical 
‘are but does not cover medical care, which is the type of care most 
older patients need. 

In order that health care for the aged would receive first or at 
least a high priority, the A.M.A. instituted the formation of the 
Joint Council To Improve the Health Care of the Aged in association 
with the American Hospital Association, American Dental Associa- 
tion, and the American Nursing Home Association. 

These four organizations are the principal sources of health care, 
and we recognize that the responsibility of solving the health prob- 
lems of the older person for the present and the future demands joint 
planning by all four groups. 

Their objectives are clearly defined and with the coordinated effort 
of all four organizations, programs will be developed fostering the 
best possible health care for the aging regardless of their economic 
status. 

As a quote from Dr. Swartz’ testimony, it can be said that in our 
society the responsibility for taking care of the old person rests pri- 
marily with the family. If it can be shown that the family cannot 
fulfill its responsibility, then it passes to the local community, then 
to the State. Only as a last resort should the Federal Government 
step in. 

It is inconceivable for me as a son to think that I should expect you 
as a taxpayer to be asked to pay for the care of my parents as long 
as I am able to be up and about. If I am totally incapacitated, then 
the use of some form of public assistance is permissible. In our 
society the existence of a problem does not necessarily indicate that 
action by the Federal Government is desirable. 

A little lady of 62 years fractured her hip and was taken to a 
chronic disease hospital for care. As soon as she was able to be u 
and was using a handrail to lift herself from her wheelchair, she said, 
“With some help, by golly, I can get along pretty well by myself.” 
This is the spirit of most older people. They want to get along them- 
selves to the limit of their capabilities, but need some help. 

Most older people want to pay their own way and remain inde- 
pendent as they have always been accustomed to do. Unfortunately, 
the dollar was worth 100 cents when they started saving it. Now it 
will buy only 50 cents’ worth of food. Trying to help older people 
with their problems without remedying the real cause of their difficul- 
ties is like treating a fever without getting rid of the specific illness 
which is causing the fever. 

Thank you. 

Senator McNamara. Thank you, Doctor. 

The next doctor is Dr. Thomas McKean, president of the Michigan 
Medical Service. We will insert your formal statement in the record 
at this point. 
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(The prepared statement of Dr. McKean follows :) 


PREPARED STATEMENT OF G. THOMAS McKEAN, M.D., PRESIDENT, MICHIGAN 
MEDICAL SERVICE, DrerroiT, Micn. 


Mr. Chairman and members of the subcommittee, for the record, my name is 
G. Thomas McKean, M.D., president of Michigan Medical Service. 

Mr. Chairman, since the interest of your subcommittee is in the area of the 
overall welfare of the aged population of the United States, I welcome this 
opportunity to tell you and your subcommittee what Blue Shield in Michigan 
has done, and is doing, to meet the health care needs of that segment of the 
population of Michigan that is 65 years of age or older. 

As you know, Michigan Medical Service (or Blue Shield), which functions as 
a nonprofit corporation founded originally by the Michigan State Medical So- 
ciety, provides a prepayment facility for the residents of the State of Michigan 
through which they may budget their medical and surgical expenses on a pre- 
payment basis. 

As such, Michigan Medical Service functions as a companion organization to 
Michigan Hospital Service (Blue Cross), which provides a plan of prepaid hos- 
pitalization care. 

Special enabling acts, passed by the Michigan State Legislature more than 20 
years ago, have established clearly that Michigan Blue Cross and Blue Shield 
are neither stock nor mutual insurance companies, but nonprofit voluntary pre- 
payment agencies functioning in the capacity of public trusts. 

The Blue Shield corporate body of approximately 160 members is composed 
of the members of the house of delegates of the Michigan State Medical Society, 
plus the Blue Shield directors who are not members of the house. In addition 
to members of the medical profession, the Michigan Medical Service board of 
directors is also composed of representatives of the Michigan Hospital Associa- 
tion and representatives of the public. 

Michigan Blue Shield now covers approximately 3,464,000 persons, among 
them a substantial number of persons 65 years of age or older. 

The social security department in Detroit estimates the number of Michigan’s 
senior citizens at approximately 650,000. Of this number, we estimate 175,000 
to be active members of the State’s working force and to have some form of 
medical-surgical coverage, Blue Shield or commercial insurance, through their 
places of employment. In addition, approximately 150,000 persons in this age 
eategory are now covered by Blue Shield formal retirement programs through 
employed groups, or by Blue Shield group conversion or nongroup contracts. 

In short, as nearly as we can determine, approximately one-half of the aged 
population in Michigan now has some sort of health care coverage. This ¢al- 
culation does not take into consideration the number of senior citizens who have 
coverage through individual policies sold by commercial carriers. 

Michigan Blue Shield does now have a contract for persons who are 65 years 
of age or older, as do 25 other Blue Shield plans in the United States. This 
figure does not include three plans that have approved, but not implemented, 
special programs for the aged, nor does it include an additional 21 plans that 
are now considering special programs for this segment of the population. 

Michigan Blue Shield’s senior citizen contract was developed in response to 
resolutions adopted by the American Medical Association and the Michigan State 
Medical Society in December of 1958. 

The senior contract was first offered during the regular 2-week nongroup en- 
rollment period in the last half of September of this year, with the resultant en- 
rollment of approximately 9,000 persons in the over-G5 category. 

In developing its senior citizen contract, Blue Shield in Michigan found, in its 
relatively new M-75 medical-surgical contracts, a program readily adaptable to 
contracts for the aged, including a readymade schedule of fees designed for sub- 
scribers with low incomes, specifically, less than $2,500 per year. 

Michigan participating physicians have agreed to make no charge over and 
above the Blue Shield M-75 schedule of fees when the subscriber’s annual in- 
come is below the income ceiling for his plan. However, the physician has the 
option of charging an additional amount for services to the subscriber whose 
income exceeds the income limit of his contract. 

Physicians have traditionally set fees commensurate with the individual pa- 
tient’s income, and in keeping with this tradition, the Blue Shield M-—75 sched- 
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uled fees are commensurate with the income ceiling of the subscriber’s plan, as 
are the rates the subscriber pays for Blue Shield coverage. 

The relationships of Blue Shield M—75 scheduled fees to average fees charged 
by Michigan’s physicians were determined from an analysis and extension of 
the 1957 study of group surgical expense insurance claims prepared by the Group 
Morbidity Committee of the Society of Actuaries (TSA 1959, No. 1). It was 
determined that surgical fees payable by Blue Shield for subscribers earning 
in excess of $5,000 per year were 107 percent of the average Michigan charge, 
while M-75 scheduled surgical fees acceptable to Blue Shield participating doc- 
tors for subscribers with incomes less than $2,500 a year were 71 percent of the 
average Michigan charges. 

Thus, in the existing $2,500 income limit plan under M-75, Blue Shield had, 
in fact, the basis for a medical-surgical contract for senior citizens. 

Two variations from the standard M-75 contract are: In-hospital medical care 
is set at 30 days instead of 120 days, and a 6-month waiting period exists for 
preexisting conditions. 

The senior citizen contract retains a characteristic that has always been of 
basic importance to Blue Shield and all of its subscribers, but especially to the 
aged who are even less able to bear unexpectedly large, out-of-pocket medical- 
surgical expenses, That characteristic is the service principle—the principle 
of providing care rather than fixed dollar amounts that may meet only a part 
of the subscriber’s liability to the physician. 

An additional characteristic and vital principle that has been retained in 
Blue Shield’s senior citizen contract is the community rating principle; that is, 
the principle of spreading the cost of coverage over the entire community of 
Blue Shield group subscribers, or of Blue Shield nongroup subscribers, or in the 
vase of the aged, the entire community of Blue Shield subscribers who are 65 
years of age or more. Thus, while Blue Shield’s senior citizen subscribers pay 
their own way for Blue Shield coverage, they do so as a group. They are not 
rated—nor penalized—on the basis of individual health condition, or on the 
basis of any personal factors. 

Blue Shield senior citizen contract holders pay their own way as a group 
because it is not the prerogative of Michigan Blue Shield to burden other 
Blue Shield contract holders with a portion of the cost of medical care for the 
aged, particularly since these senior citizens-contract holders represent persons 
who had no prior coverage, or who had Blue Shield and dropped it, or who con- 
tributed to commercial plans for years, joining Blue Shield only after their 
commercial coverages were drastically diluted or actually canceled at age 65. 

However, in effect, a degree of subsidization takes place in the Blue Shield 
actively employed groups and in groups with formal retirement programs in 
which the ages of members vary widely from young to old. In these cases, 
since there is no variation in rate for a given coverage, the aged person enjoys 
coverage at the same rate the younger subscriber pays, even though, statistically, 
the older person uses more benefits than the younger. This is an equitable ar- 
rangement since the younger group subscriber who subsidizes the older group 
subscriber is, in turn, subsidized as he grows older, another manifestation of 
the community-rating principle. Thus, the older group member is credited with 
prior coverage. 

The Blue Shield senior citizen contract for medical-surgical coverage is a 
single subscriber contract which costs $3.24 per month. The Blue Shield rate 
for the senior contract is higher than the monthly rate of $2.25 for the single 
subscriber with thte $2,500 income ceiling of the Blue Shield nongroup con- 
tract for persons under 65 years of age, but is predicted to be actuarially sound 
in that it reflects the added risk in coverage of elderly persons and enables these 
Blue Shield senior citizen subscribers to pay their own way as a group. 

The introduction of the Blue Shield senior citizen contract fills the last void in 
prepaid medical-surgical coverage for the aged—the void that represented those 
persons who did not obtain coverage from Blue Shield or commercial sources 
before attaining the age of 65, and those whose commercial coverage had no 
conversion privileges upon retirement. 

Blue Shield has, since its inception, maintained a policy of not canceling cover- 
age except for failure to pay subscription fees or for fraud. As a result, many 
of the aged population in Michigan have long been protected and continue to be 
protected by other forms of Blue Shield contracts. 
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In addition to this relatively new Blue Shield senior contract, there are five 
other methods by which persons 65 years of age or more now have Blue Shield 
coverage: They are— 

1. Active group enroliment.—Any person actively employed in a group which 
is enrolled in Blue Shield has the group’s full coverage available to him and 
at the standard group rates for the particular benefit level purchased by the 
group. Association-type groups Such as the Michigan State Bar Association, 
the nurses association, the Michigan State Medical Society, the Michigan State 
Dental Association, the Michigan Farm Bureau and others, are provided the 
same rates and benefits as are employed groups. The single subscriber group 
rate for the $2,500 income ceiling is $1.80 per month. 

2. Formal retiree groups.—Group benefits at group rates also are available 
to persons 65 years of age or more where the subscriber’s employer has a formal 
pension or retirement program and where the payroll deduction mechanism is 
made available to the retired persons for purposes of making possible group re- 
mittance to Blue Shield. Approximately 75,000 persons are currently enrolled 
through such formal retirement programs. The single subscriber rate for the 

2,500 income ceiling remains at $1.80 per month. 

3. Group conversion contracts——A Blue Shield group conversion contract is 
available to any person who terminates employment in an enrolled group. 
Group conversion contracts provide virtually the same benefits as the group con- 
tracts at subscription rates approximately 10 percent above the group rate— 
specifically, $1.98 per month for the single subscriber with the $2,500 income 
ceiling. 

4. Nongroup contracts for persons under 65 years of age have, since 1951, been 
available to persons not eligible for group coverage. Until September 1959 these 
contracts were offered to persons under the age of 65 only. However, the con- 
tinuation of the same coverage beyond age 65 has been a feature of these con- 
tracts since their inception. The coverage of such subscribers who enrolled in 
this nongroup contract before attaining the age of 65 is continued after that age 
at the same subscription rate—$2.25 per month—and with the same benefits 
afforded them prior to age 65. Understandably, as the aged population grows, 
more and more members who are 65 or over are protected by this coverage. 

Approximately 75,000 persons who are 65 years of age or older are now covered 
by group conversion contracts and nongroup contracts for persons under 65 years 
of age. 

5. A new sponsored dependent rider, know as rider S—A sponsored dependent 
in the vernacular of the prepayment industry refers to an adult person who is 
dependent upon someone for more than 50 percent of his support and who is 
eligible as an income tax exemption of the sponsor. Recognizing that many aged 
persons are represented in this group, Michigan Medical Service has recently 
made available to Blue Shield members of all employed groups the opportunity 
to add to their protection program any person related by blood or marriage or 
who is a member of the subscribers’ household and who is dependent on the em- 
ployes for 50 percent or more of his support. The subscription rate for this spon- 
sored dependent—$1.98 per month—is paid by the employee through the em- 
ployed group’s regular method of remittance, which, in most instances is the 
payroll deduction method. This sponsored dependent rider has been available 
for too brief a time to determine the number of aged persons who are covered 
under this arrangement. 

In summary, Mr. Chairman, I would like to point out that, in establishing the 
Blue Shield prepayment corporation, the Michigan State Medical Society has 
attempted to meet the public’s need and demand for this type of medical expense 
budgeting system. The success of this effort, I believe, is attested by the public’s 
receptiveness to it. It has proved to be not only a large organization, but a 
dynamic one, which is clearly demonstrated by the fact that it now makes 
available to every citizen in the State of Michigan the opportunity to obtain 
Blue Shield coverage. And it is the assumption of the medical profession of 
Michigan and Michigan Medical Service that future growth in this area of pro- 
tection is imminent. It is further agreed among those of us in the field of health 
eare that within 8 or 10 years, when these various programs have had oppor- 
tunity to mature, most of our senior citizens will be provided for through volun- 
tary agencies and that legislation by the Congress to install a Government system 
to supplant this voluntary method will be unnecessary. 
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Senator McNamara. Dr. McKean, before you start I want to recog- 
nize that Dr. Robert L. Novy, Wayne County Medical Society has 
joined the panel and we are very glad to have you here. 


STATEMENT OF DR. G. THOMAS McKEAN, PRESIDENT OF MICHIGAN 
MEDICAL SERVICE 


Dr. McKxan. Two separate and quite detailed reports have been 
submitted to this subcommittee for the record by Michigan Hospital 
Service, the Michigan Blue Cross Plan which provides prepaid hos- 
pital coverage by Michigan Medical Service, the Michigan Blue Shield 
Plan which “provides prepaid medical care coverage. 

The subject, of course, is what our two plans ‘have done and are 
doing in the area of prep: aid health care for persons 65 and over. The 
separate reports are quite detailed. 

In the interest of time, and because some specific recommendations 
are to be offered, we will try to summarize briefly the basic elements 
of both reports. 

First of all we think it should be remembered that both Blue Cross 
and Blue Shield from their very outset were community-oriented pro- 
grams—developed by the medical profession and the hospitals in 
direct cooperation with the community to provide for the financing 
of hospital and medical services on a voluntary nonprofit basis. Both 
are directed by voluntary boards representing the ‘hospitals, doctors 


and the gener: abor, management, and civic leaders. 

To us in Michigan, Blue Cross and Blue Shield hospital-medical 
coverage for the aged has been a problem to be faced and met as it 
dev eloped from the time we started over 20 years ago. It is because the 


basic principles under which we operate made it so. 

That principle was simply this: 

To develop a nonprofit, community-oriented voluntary program to 
provide the fecaitinl possible prepaid hospital and medical protection 
to the greatest number of persons in the community at the lowest 
possible cost. 

That principle—and we think you will see that it automatically in- 
volves consideration of coverage for the aged—has earned Blue Cross 
and Blue Shield wide acceptance with the people of Michigan. 

When we were 1 years old—in 1940—barely 6 percent of the State’s 
population was covered. Today nearly half of Michigan’s families 
are covered by Blue Cross-Blue Shield. Once Blue Cross-Blue Shield 
had blazed the trail, commercial insurance entered the field with con- 
siderable vigor. Between us we now cover an estimated 80 percent of 
the population for hospital care. 

Not so well known, but most significant, is the progress Blue Cross- 
Blue Shield has made in the special area of coverage for those 65 and 
over—both those working and those retired. 

Let us outline briefly the scope of Blue Cross and Blue Shield 
coverage available in various ways to the person age 65 and over: 

1. Cov erage through a regular Blue Cross-Blue Shield group. 
From the very beginning i in 1939 there has never been any age limit 
for enrollment of group members and their dependents. Government 
figures estimate that about 27 percent of people over 65 are still in the 
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work force, so a substantial number are covered this way within our 
more than 16,000 Blue Cross-Blue Shield groups. 

. Also from the very beginning in 19: 39, Blue Cross-Blue Shield 
er oup members—regardless ‘of age—have had the opportunity to con- 
tinue protection on an individual group conversion contract when 
they leave a group. Although this was not specifically designed to 
cover the aged—actually it was to implement the principle of cover- 
ing and continuing to cover the greatest number of people possible— 
it served as a built-in coverage for another substantial segment of the 
aged. 

“Cost of this group conversion contract is about 10 percent higher 
than regular group coverage, but with the exception of a reduction in 
hospital days of care and a slight reduction in maternity benefits, 
coverage is the same. 

Presently some 75,000 persons in Michigan age 65 and over are 
covered under this group conversion contract and under an individual 
nongroup enrollment plan for persons under 65 who cannot enroll 
through a group. Once enrolled they can continue coverage under 
this program regardless of age. 

3. Some 7 years ago (13 years counting experimental coverage with 
a handful of groups) Blue Cross and Blue Shield developed a means 
by which retirees with companies that had formal retirement pro- 
grams could continue the same Blue Cross benefits at the same rates 
they had when working for the company. 

The widespread adoption i in industry and business in recent years 
of such formal pension programs has greatly increased the number of 
persons 65 and over who can continue group Blue Cross-Blue Shield 
benefits at group rates when they retire. 

Groups Tepresenting more than half of all our enrollment have 
adopted this plan and a total of some 75,000 persons age 65 and over 
are covered in this plan. In short, the larger our enrollment becomes 
and the more widespread formal pension programs become, the fewer 
there are age 65 and over who cannot be cover red at the same rate and 
for the same benefits as when they were active workers. 

Now these three methods of providing coverage for persons 65 and 
over covered a very broad segment of the group, but it did leave gaps. 
Left out were those 65 or over who did not belong to a Blue Cross 
group from which to retire and continue benefits and failed to enroll 
in the nongroup plan before they became 65. 

Just this year, Michigan Blue Cross-Blue Shield introduced two 
new programs that filled this gap. They rounded out coverage so 
that there is a Blue Cross-Blue Shield program available for every 
person in the State—regardless of age or condition of health. 


SPONSORED DEPENDENT CONTRACTS 


One of these new programs is called the sponsored dependents con- 
tract. In brief, it permits a group member to add to his contract any 
dependent for whom he is contributing more than half the support as 
reported on his Federal income tax return. 

The dependent gets group conversion benefits and the additional 
cost is at the group conversion rate. Relatives by blood or marriage 
do not even have to be in the subscriber’s household but other depend- 
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ents do. Incidentally, we already have one person 104 years old 
covered under this sponsored dependent plan. 


INDIVIDUAL CONTRACTS 


The second program—and the one that has plugged the last loop- 
hole in availability of Blue Cross-Blue Shield—is the senior Blue 
Cross-Blue Shield individual contract for persons age 65 and over 
that was offered throughout the State this past September. 

By employing as broadly as possible two unique Blue Cross-Blue 
Shield principles which we have dealt with in detail in the formal 
presentation—the principles of service benefits and community rat- 
ing—this senior program offers the lowest rates for the benefits avail- 
able in individual coverage for persons 65 and older. 

Very briefly, service benefits is the principle of providing the serv- 
ices—hospital ‘or medical- surgical—a member may need, not a set 
number of dollars which may or may not cover the cost of those serv- 
ices. Under Blue Shield for example, doctors who have traditionally 
charged somewhat in accordance with patient Income, agree to accept 
Blue Shield fees as full payment for their services if the patient’s 
income does not exceed a certain ceiling. 

Here in Michigan we have three such full- ha ceilings—up to 
$2.500, $2,500 to $5,000, and $5,000 to $7,500. Each has a different 
benefit schedule and a different. rate—the lower the income ceiling, the 
lower the schedule paid the doctor and the lower the cost. of the cover- 
age to the individual. 

Community rating—-also very briefly—embodies the general princi- 
ple of spreading the cost of coverage over as large a segment of the 
community—regardless of individual health requirements— to arrive 
at an average overall rate. 

This, we have always felt, is the most equitable way, since indi- 
viduals cannot exercise much direct control over health and to rate on 
individual need—or within very small groups—would tend to raise 
the rate prohibitively for the very persons who can least afford it— 
the ones who are so-called poor risks and use a lot of care. 

On the whole, we think we have made significant progress over the 
years In making prepaid health care available to the aged and the 
retired. We believe the broad pattern of group benefits at group rates 
developed by Michigan Blue Cross-Blue Shield for groups with for- 
mal pension plans will continue to expand. 

Thank you. 

Senator McNamara. Thank you very much, Doctor. 

Our next panelist is “Mr. William MeN: ary, executive vice president, 
Michigan Medical Service. Mr. McNary, your prepared statement 
will be made part of the record at this point. 

(The prepared statement of Mr. McNary follows :) 





PREPARED STATEMENT OF WILLIAM S. McCNAry, EXECUTIVE VICE PRESIDENT, 
MICHIGAN HospIrAL SERVICE 


First of all, Mr. Chairman, I want to thank this committee for inviting me to 
present a brief history and summary of what Michigan Blue Cross has done— 
and is doing—to meet one of the vital problems the committee is studying. That 
problem, of course, is providing adequate health care coverage to persons 65 
years of age and over. 
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Now, I want to emphasize at the very outset that we in Michigan Blue Cross 
do not pretend to claim that we have the problems of prepaid health care for 
the aged solved. It is, as Il am sure your committee has found out from previous 
testimony, a highly complex matter that embraces the whole broad problem of 
the aged, not only the single facet of health-care coverage. 

However, we do think we have made some excellent progress in meeting this 
problem of providing a prepayment method for health care for the aged. We 
think, in terms of time and the growing complexity of the whole health-care 
problem, we have made a substantial dent in the problem. 

We recognize there is a long way to go. But we also believe that our 21-year 
history in the voluntary hospital prepayment field here in Michigan—and our 
record of progress—serves as a sound precedent for our ability to meet the 
constantly developing problems that technological advances in health care create 
for voluntary prepayment. We believe that our record of handling these prob- 
lems as they arose in the prepayment field over the last 20 years is indicative of 
our ability—with the cooperation of the community—to meet the challenge of 
providing adequate prepaid hospital-care protection for the aged. 

Actually, the problem of health coverage for the aged has been a matter of 
direct concern to Michigan Blue Cross for at least a decade. And it has been a 
matter of indirect concern as part and parcel of the basic Blue Cross philosophy 
since our inception over 20 years ago. 

The problem has become a matter of actual public concern only quite recently. 
It is only quite recently that the full impact of the growing ranks of the aged 
and the developing pattern of retirement age 65 has made itself felt. 

sut to us in Blue Cross it has been a problem to be faced and met as it de- 
veloped because the basic principles under which we operate made it one. 

That principle—and it involved solving what was basically a far broader prob- 
lem than today’s specific problem of health care for the aged—was simply this: 
To develop a nonprofit, community oriented voluntary program to provide the 
broadest possible prepaid hospital protection to the greatest number of people 
in the community at the lowest possible cost. 

This principle—and I think you can see it automatically involves considera- 
tion of coverage for the aged—has earned Blue Cross wide acceptance with the 
people of Michigan. 

Specifically, when Blue Cross was 1 year old—in 1940—it covered barely 6 
percent of the State’s population. Today nearly half of Michigan’s families are 
covered by Blue Cross. During this 20-year period commercial insurance com- 
panies—once Blue Cross had blazed the trail—entered the health coverage field 
with considerable vigor. Currently Michigan Blue Cross and commercial insur- 
ance plans between them provide prepaid hospital coverage to an estimated 80 
percent of the population. 

Now, mainly I think, because Michigan Blue Cross has always been a dynamic, 
community oriented program, it has displayed flexibility and receptivity to 
changes in the pattern of medical and hospital care over the last two decades. 
It is why today’s Blue Cross comprehensive group contract bears little resem- 
blance, benefitwise, to the first contract offered in 1939. It is why in all prob- 
ability the contract offered 10 years hence will bear little resemblance to the 
current one. 

In short, the progress, development and flexibility of voluntary prepayment in 
the broad sense here in Michigan is pretty well known and recognized. 

Not so well known, but we believe most significant, is the progress Michigan 
Blue Cross has made in the special area of coverage for those 65 and over, both 
those working and those retired. 

I say significant because with the introduction earlier this vear of a special 
individual Blue Cross contract for persons 65 and over, the fact is that now 
some kind of Blue Cross hospital care coverage is available to every person in 
Michigan—regardless of age or condition of health. 

Here now is a brief capitulation of the scope of Blue Cross coverage available 
in various ways to the senior citizen. 

1. Coverage through a regular Blue Cross group. From the beginning in 
1939 there has never been any age limit for enrollment of members in any em- 
ployment, association or Farm Bureau group. Members of such groups—and 
their covered dependents—have always received the same benefits at the same 
rates regardless of age. Since figures from the Department of Health, Educa- 
tion, and Welfare estimate that about 27 percent of people over age 65 are still 
in the work force, a substantial number of our aged qualify and are covered 
within Blue Cross groups. 
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2. Also from the very beginning in 1939, Blue Cross group members—again 
regardless of age—have had the opportunity to continue protection on an in- 
dividual direct payment (conversion) contract when they leave the group 
through which they are enrolled. This was not specifically designed to cover 
the aged at the time—simply to implement the principle of covering and con- 
tinuing to cover the greatest number of people possible. But it was built-in 
coverage for another large segment of the aged. 

This group conversion coverage provides at a cost about 10 percent higher, 
30 days of hospital care renewable each time the person has been out of the 
hospital 3 months as compared to 120 days under group coverage. There is 
a slight reduction in maternity benefit which is of little concern to the person 
over 65. 

This group conversion direct-payment contract provides a substantial coverage 
at very little additional cost to any person of any age who may leave a group. 
It includes a significant number over age 65. Presently, some 75,000 persons in 
Michigan over 65 are covered under this group-conversion contract. 

3. Approximately 7 years ago (actually 13 years ago counting a handful 
of groups on an experimental basis) Blue Cross developed a means by which 
retirees with companies that had formal funded retirement programs could 
continue the same Blue Cross coverage at the same rate they had when working 
for the company. 

This program can be installed in such groups for its retirees provided they 
agree to make subscription payments for coverage by payroll deduction from 
the pension checks and provided that at least 75 percent of the active group 
shall have been enrolled for at least the last 2 years, or since the inception of 
the group, whichever is the lesser. This is merely the basic requirement of 
proper spread of risk which makes it possible to offer benefits at considerably 
lower rates than on an individual-enrollment basis. 

The widespread adoption in industry and business in recent years of such 
formal pension plans has greatly increased the number of persons age 65 and 
over who can continue the same health coverage benefits at the same rates 
when retired as when they were working. As a matter of fact, right now groups 
representing considerably more than half of all Michigan Blue Cross enrollment 
have adopted this pension program, retiree group plan, and a total of some 
75,000 persons in Michigan age 65 and over have full group coverage at regular 
group rates under it. 

It would seem obvious that as more and more industries adopt this pattern 
of formal pension programs, more and more Blue Cross retirees over 65 will 
be eligible for this “group benefits, group rates” coverage. 

In short, the larger Blue Cross enrollment becomes, and the more widespread 
formal pension programing becomes, the fewer will be the persons over 65 who 
cannot be covered for regular group benefits at regular group rates. 

These three methods of covering persons 65 and over, as you can see, cover 
a broad segment of the aged group. And as Blue Cross grows, the percentage 
will rise accordingly. 

There are two unique principles which are the foundation of Blue Cross 
prepayment. These two principles—“service benefits” and the method of “com- 
munity rating’—also are the basic factors in our programs for coverage of the 
aged. 

“Service benefits,” as you probably are aware, means that Blue Cross pro- 
vides hospital care protection on the basis of providing the member with the 
hospital services he needs and reimbursing the hospital for them on an actual 
cost-formula basis, regardless of what they come to in terms of actual dollars 
and cents. 

This is the only realistic method, since the cost of illness and its treatment 
is unpredictable in terms of services that will be needed. With hospital costs 
rising as more and more services are developed, no method of flat cash in- 
demnity can do the job adequately. 

Secondly, and equally important, is the Blue Cross principle of setting rates 
on a communitywide basis. 

Briefly this means that B'ne Cross sets its rate on the basis of the overall 
cost of providing care to all its groups members, regardless of the age or 
condition of health or size of group. 

This spreads the cost equally over all, a situation which is fair, equitable and 
socially responsible since health, or lack of it, is not a matter over which most of 
us have any conscious control. 

To set rates on the basis of experience or the amount of care utilized by the 
small individual group would tend to defeat the whole purpose of Blue Cross 
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which is to provide the greatest amount of protection equally to as large a por- 
tion of the community as possible at the lowest possible cost. 

Such experience rating would lower the cost to the healthy, but might raise 
prohibitively the cost to the so-called poor risks—the very ones who need protec- 
tion the most and are at least able to pay a special premium for it. 

We all know that older persons as a class use more hospital days and hospital 
care than young people. How much is a matter of which of various estimates 
you take. They run all the way from twice as much up to 10 times as much. 
We have some limited experience under our program so far which tends to indi- 
cate that for us at least, on the hospital care side it is about 1144 as much for 
those in the retiree segment as for those in the active (working employees) 
segment. 

That is why the community-rating principle is so important in providing cov- 
erage for the retirees. The higher-cost of providing coverage for this segment of 
about 10 percent is spread throughout both the active and retiree groups with 
the net result that a single rate is arrived at which is only slightly higher than 
it would be for the active groups alone. Not enough higher—actually in our 
experience so far about 3% percent—to work a hardship on the younger active 
members. What is more, by the time they reach retirement age, regardless of 
how much the cost of care has risen by that time, they will be entitled to full 
group benefits at the regular group rate. 

This is ultimately fair. In a real sense the younger active members are not 
really subsidizing the additional cost of the retirees, but merely buying the future 
additional cost of their old age coverage at an extremely reasonable rate. 

Now these methods of offering coverage to persons 65 and over cover a very 
broad segment, but it does leave gaps. Left out are those now 65 or over who did 
not belong to a Blue Cross group from which to retire and continue benefits. 

Just this year Michigan Blue Cross introduced two new programs, a sponsored 
dependents plan and an individual enrollment plan for persons age 65 and over. 
These coupled with an existing individual enrollment plan for people under age 
65 rounded out our coverage so that now there is a Blue Cross coverage program 
available to every person in the State, regardless of age or condition of health. 
In short, there is nobody in Michigan who cannot qualify for Blue Cross coverage. 

There is the sponsored dependents contract. It permits a group member to add 
to his contract certain dependents for group conversion benefits at the additional 
cost of the group conversion single subscriber rate. 

Eligible for this coverage regardless of age are: 

1. Relatives by blood or marriage (such as parents, uncles, nieces, etc.) 
wherever they live—provided subscriber is contributing more than half their 
support as reported on his Federal income tax return, 

2. Any other person dependent on the subscriber for more than half his 
support as reported on the income tax return if he is a member of the house- 
hold and living in it. 

The fifth and final method under which persons 65 and over may have Blue 
Cross coverage plugs the last loophole in availability. It is the senior individual 
enrollment contract for persons age 65 and over. 

This contract was offered to all persons in the State 65 and over during a 
2-week period this year: September 13 through 30. This meant that a very 
considerable number of this group probably had coverage during their working 
years through experience-rated commercial insurance programs which carried 
no realistic conversion privileges upon retirement. Therefore, Michigan Blue 
Cross did not feel that this special contract could or should be community-rated 
in the usual full sense. To put an overall community rate on this contract would 
be asking those who had Blue Cross over the years to underwrite the additional 
cost of this new 65-and-over coverage without the particular group being 
covered having contributed at all to it. 

They would not be coming into Blue Cross under this program had their com- 
mercial coverages adopted the same principle as Blue Cross and carried them on 
after retirement. 

Therefore, this contract is rated to carry the actual costs of its members as a 
group. Even so, because Blue Cross operates on a nonprofit basis and its rates 
reflect only sufficient income to pay hospitals for the cost of care plus operating 
costs of less than 4 percent and necessary modest reserves, the rates and benefits 
of this Blue Cross individual senior coverage are the best available for indi- 
vidual coverage of persons over age 65. 

Now, to summarize: 

1. Michigan Blue Cross from its outset 20 years ago had relatively wide cover- 
age for the aged through regular group enrollment with no age limit and 
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through its program of providing continuous coverage for persons who left a 
group for whatever reason. This direct payment conversion program provided 
somewhat lesser benefits than group coverage at a rate slightly higher (10 per- 
cent), but all in all offered a good coverage program to any Blue Cross group 
member regardless of age, who left a group. Currently about 75,000 persons 
age 65 and over are covered under this program. 

2. With the advent in industry about 8 years ago of a growing pattern of for- 
mal retirement programs, Michigan Blue Cross was able under its community 
rating principle to provide retirees in such organizations with group coverage 
at group rates. Currently about 75,000 persons age 65 and over are covered 
under this program. 

As the pattern of formal pension programs grows—and as more and more per- 
sons enroll in Blue Cross—a larger and larger segment of retirees over age 65 
will fall under this coverage. 

3. Early reports on the enrollment in the new over-65 individual enrollment 
senior contract indicate about 9,000 members in this program. There is no 
accurate count as yet under the new sponsored dependents coverage, but there 
is little doubt that those who are eligible for this coverage will be enrolling. 
We already have recorded one such sponsored dependent who is 104 years old. 

We think that our record of making available and enrolling in Michigan Blue 
Cross those age 65 and over is good and will—as people become aware of the 
opportunities—become even better. 

I’d like to close with some statistics that I believe indicate the real progress 
we have made in Blue Cross in providing health coverage for the aged: 

Reports of the Department of Health, Education, and Welfare, the Social 
Security Administration and the Social Security Bulletin show that of all per- 
sous age 65 and over in the United States, 27.7 are still employed as wage earn- 
ers. Some 47.3 percent are not employed but covered under OASI. Another 
10.4 percent are in OAA and similar aid programs. The balance of about 15 
percent is in none of these classifications. 

The best information obtainable from the local OASI office indicates that in 
Michigan there are about 650,000 persons age 65 and over. Applying the Na- 
tional percentage of 27.7 percent that are still wage earners, we come up with 
these conclusions: 








Working force and presumably covered by Blue Cross or commercial 


BrOUD CONGRESO... 22 Se a aaah ec pienee 175, 500 
Covered under Blue Cross group conversion, nongroup and retiree 
SOUT COVORRGORS 62005 ceed bee caked aac) eee ene 150, 000 


Covered under the new individual senior plan certificate____._._._._------- 9, OOO 


Total covered (without regard for over-65 coverage by com- 
mercial insurance on which we do not have figures_______---__ 334, 500 


This represents 51.6 percent of all persons over age 65 in Michigan. 

As I said, we do not, of course, have figures on the number of persons re- 
tired and 65 or over who may be covered through some form of commercial 
coverage. I would assume that this committee will be getting a report and 
presentation from representatives of commercial health insurance carriers who 
will have this information. 

I do know that as a general trend, more and more commercial carriers are 
offering some form of conversion coverage for retired persons and individual 
coverages available to persons over 65. 

Speaking for voluntary prepayment in general, but more specifically of Michi- 
gan Blue Cross with which I am of course most familiar, I believe we have made 
significant progress in providing and making available prepaid health coverage 
for the aged and the retired. I believe that the broad pattern of “group benefits 
at group rates” developed by Michigan Blue Cross for groups with formal pen- 
sion plans will continue to expand. 

Admittedly, we have a long way to go before it can be said that the health 
care problem of the aged is solved to the complete satisfaction of all. But 
this is true of every facet of the many other problems—not only of the aged— 
but of our society as a whole. 

Our social and economic progress has had a tendency to lag behind our fast- 
advancing technical advances in the last couple of generations, but I think we 
are catching up. 

I think just such studies as this committee is making bear me out. Such 
studies and such committees pinpoint public attention on these problems. 
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Out of that public attention and public interest will come public action—real 
community action, I believe. 

In this specific field in Michigan of health coverage for the aged, I firmly be- 
lieve we have made excellent progress. I also firmly believe that with this 
sharply awakened public interest and understanding of the problems of the 
aged, that in the long run our voluntary health care system—with intelligent 
communitywide cooperation—can provide the basic framework for the best 
system of health care coverage for all of our senior citizens. 


STATEMENT OF WILLIAM S. McNARY, EXECUTIVE VICE 
PRESIDENT, MICHIGAN MEDICAL SERVICE 


Mr. McNary. Thank you, Senator McNamara, ladies and gentle- 
men, I very muc th apprec late this opportunity to present some recom- 
mendations to the subcommittee in this important area of problems of 
the aged and aging. 

I should like to make it clear that the ideas that I have to give to 
you are my own and are not necessary approved by the Michigan 
Hospital Service Board of Trustees. 

The report that Dr. McKean has just read to you was on behalf of 
both organizations, and my recommendations are ones which I think 

are not really new at all but which perhaps have not had enough 
considerat ion. 

A bare recitation of the progress which Blue Cross has made in 

caring for the aged is not enough. We are proud of our progress, 
but we believe that further ways of supporting Blue Cross should 
be explored because we are acutely aware of our own inability, by 
ourselves, to solve the remaining pressing problems of the aged 
immediately. 

Therefore I have three recommendations to leave for the committee's 
consideration. These recommendations come from 30 years of re- 
search, experience and judgment and while they may not provide a 
total solution to the health care problems of our country’s aging popu- 
lation they nevertheless represent to me a logical extension of the 
philosophy of our voluntary medical care system. 

First, I feel that the cost for training hospital personnel, the cost 
for research into unsolved medical problems and the expense of pro- 
moting the hospital field as a vocation should be provided through 
sources other than patients’ fees. Research should be supported by 
industry and by foundations to a greater extent than at present. 

Tax dollars, too, may properly “be used especially in training and 
educating nurses, interns and technicians. There are two reasons for 
this recommendation. Surely all predictions indicate that there will 
be a continuing increase in the use of health care facilities. 

Our population growth is seeing to that. While it should be pos- 
sible to eliminate costly duplication of health care facilities it is 
doubtful that efficiency methods per se will keep the cost of care 
within the means of our senior citizens. 

We will continue to need more personnel to take care of more older 
people. Therefore, by reasonably supporting an ever-increasing train- 
ing and research program we should be able to keep hospital costs and 
c harges to the people within bounds. 

Furthermore, it is hard to justify on logical as well as humanitarian 
grounds including in the increasing costs of illness of the general 
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population, much less the aged, the education of personnel required 
to maintain this expansion. Why should the sick pay for educating 
nurses, interns, and health technicians when our State provides for 
the general education ¢ 

If the State were to assume its full educational role the removal of 
the cost of health education from the cost of necessary care would 
be a significant relief. 

Secondly, I believe there should be constructive support by the 
Government of all community oriented voluntary prepayment health 
programs. ‘The existence of our local community hospitals should be 
protected. Blue Cross as a voluntary organization is free to do only 
what it can do and while the monthly Blue Cross meetings are as close 
to the public interest as any that can be found in our ‘Nation today 
the movement deserves full nonpartisan Government support. 

Finally I believe that our government, preferably at the local or 
State level, should provide through tax sources for partial payment 
of at least one-third to one-half of the cost of a voluntary health pre- 
payment plan to all retired people over 62 years of age. This would 
enable all old people, except those who are entirely dependent on 
charity, to carry their own protection, to do something for themselves 
while receiving deserved assistance from the rest of us. 

The money to support this program should be derived from local 
or State taxes. If this is not feasible I believe a system of Federal 
grants-in-aid with matching State funds should be devised to provide 
a Supplement to retired people so they can pay the necessary costs of 
an approved voluntary health plan. 

There appears to be no doubt that retired people in their sixties 
and older require from one and one-half to three times as much hos- 
pital and medical care as does the active employed population. While 
many retired people have Blue Cross, and others have commercial 
insurance coverage of one kind or another, the steady increase in the 
cost of health programs brought about through inflation and other 
factors makes it increasingly difficult for them to afford such 
protection. 

Many are without it who would be willing or able to pay two-thirds 
or half the cost of a good plan. High standards aah a wide 
scope of benefits needed by the aged would need to be established by 
the Government as a requisite for participation by prepayment or- 
ganizations in this program. 

Such a program would not make necessary Government interven- 
tion or participation in our voluntary hospital care system. Such a 
plan would help to meet the extra health care expenses of the aging 
process. I believe that this proposal is greatly preferable to a social 
security oriented benefits program which itself would be discrimina- 
tory by failing to provide for the more than 30 percent of the aged 
who are not covered now by social security. Many older people in 
this category are most in need of help. 

Although these recommendations were not filed with our original 
statement with the Subcommittee on Problems of the Aged and Aging 
they are nevertheless read here as addenda. 
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RECOMMENDATIONS 


Summarizing briefly my recommendations are these: 

1. Payment “for hospital oriented research by industry, founda- 
tions, and Government and payment for the education of health per- 
sonnel out of State education funds. 

2. Constructive support by the Government of our voluntary health 
prepayment programs 1n this country. 

3. Government contribution, preferably at the local or State level 
to the cost of a realistic voluntary prepayment health program for all 
retired persons over the age of 62 years. 

Thank you very much. 

Senator McNamara. Thank you, Mr. McNary. 

Now the fourth panelist is Dr. Robert Novy, Wayne County Medi- 

sal Society. We will include your formal statement in full at this 
point. 

(The prepared statement of Dr. Novy follows:) 

Mr. Chairman and members of the Senate Subcommittee on Problems of the 
Aged and Aging, on behalf of the 3,500 members of the Wayne County Medical 
Society may I express appreciation for the opportunity to contribute to the 
study which you have undertaken. The problems of the elderly are varied 
and unique and a clearer understanding of the needs of some of our senior 
citizens becomes more pressing as their numbers increase. 

We of the medical profession are well aware of these needs. In day-to-day 
practice we watch the gradual onset of age—the declining capacity, the in- 
creasing physical aflilictions, the frustrations of forced retirement, the growing 
sense of rejection, the humiliation of inadequate finances in an era of inflation. 
We are also well aware that each patient requires individual consideration 
and that production-line techniques fail when applied to humans. 

In other hearings of this subcommittee, county and State medical societies 
have shown how physicians in other parts of the country have, in their respective 


communities, endeavored to solve the health needs of their elderly citizens. , 


Like our colleagues elsewhere, the physicians in Wayne County devote much 
time and effort to our community’s health affairs and a listing here of our ac- 
tivities in local committees, programs and projects for the elderly would be 
largely repetitious of your other hearings. The physicians of Wayne County 
are pledged to continue voluntary care of their patients, elderly or otherwise, 
regardless of ability to pay. You have already heard that in this area free 
and low cost medical facilities are available which are not fully utilized. 

Also, in the course of your hearings here in Detroit, you have learned of the 
countless other area groups—the churches, industry committees, labor or- 
ganizations, service clubs, citizens’ committees, etc.—who work tirelessly to 
make Detroit a better place to live. Our city is known as dynamic Detroit for 
good reason. 

It is a generally recognized fact, borne out by testimony given: in previous 
hearings of this subcommittee, that the principal problem facing the over-65 
age group is basically financial. Inflation, compulsory retirement, and restric- 
tions on outside earnings of social security recipients combine to work a real 
financial hardship on retired persons. 

It is also generally recognized that the nature and severity of the problems 
of the aged and aging vary markedly from one part of the country to another 
and from one city to another. The existence of this subcommittee is evidence 
that there is need for a continuing study and evaluation of the requirements 
of our older citizens so that adequate solutions of their problems may be found. 

As physicians we are certain of these facts: Any proposed solution to the 
problems of the aged— 

1. Must preserve their independence and self respect: 

2. Must continue their participation as productive members of society ; 
3. Must permit them to live in an environment of their own choosing; 
4. Must allow them an active voice in the solution of their own problems; 


5. Must protect them from demoralization by an oversolicitous Govern- 


ment. 
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Essential to the health and happiness of the aged is the right and opportunity 
to engage in worthwhile endeavors which will reward them sufficiently so 
they can retain their self-reliance and self-respect. 

Urgently needed is a program by labor and industry which will permit the 
elderly to continue their employment within the limits of their capacity. A 
program which will employ the aged in constructive endeavors will do more 
for them than giving them handouts for food, lodging or any amount of medical 
care. 

In view of the facts already elicited we urge the following action: 

1. We urge the subcommittee to recommend encouragement of Voluntary 
prepaid medical insurance at the community and State level (thereby stimulating 
experimentation with new concepts) rather than mass regimentation of health 
care. 

2. We urge the subcommittee to use all its resources to encourage industry 
and labor to stop compulsory retirement practices ; 

3. We urge the subcommittee to recommend that the Congress remove all 
limitations on the outside earnings of social security beneficiaries ; 

4. We urge the subcommittee to recommend that the Government use all law- 
ful means to stop the voracious inflation which has robbed the elderly of their 
savings—savings which under current legislation cannot be replaced. 


STATEMENT OF ROBERT L. NOVY, M.D., WAYNE COUNTY MEDICAL 
SOCIETY 


Mr. Novy. You have the prepared statement before you. It is not 
before me. Nevertheless without a prepared statement but with con- 
siderable experience extending back over many years in which I have 
been connected with the Blue Shield movement in this State and 
naturally, as a practicing physician, I have gone through and seen in 
my lifetime the need that is ever-present with this older age group. 

‘Fundamentally the trouble is with money. The trouble is with 
inflation. The older person who has been saving and has a small 

saving has been forced to meet the inflation problem and his dollar 
in its purchasing value has gone way down. That is basically at the 
crux of the great deal of the trouble that we are talking about today. 

There is also a group however that are indigent because of various 
things, physical handicaps that cannot be overcome and conditions 
that leave them as definite indigents. It is in that group and in the 
group whose incomes and ability to handle have been so severely hit 
by our glorious inflation that we boast of but allow to go on and on 
that I particularly wish to speak. 

Here in Michigan 20 years ago we had in mind taking care of those 
of low income who were in that bracket and we as physici ians realized 
that they were having trouble then. Their trouble with this inflation 
has increased. The present bill that has been under consideration has 
been mentioned before, touches only a segment of that population. 
It denies to many older people who are not under social security and 
to those afflicted who are called indigents because of afflictions of 
one kind or another, it denies help. 

We boast that we give help equally to both rich and poor. That is 
a great deal of hoew: ash. Some of those people are forced to accept 
regimentation if they get anything. They are forced to accept a 
certain amount of humiliation by being herded into lines. 

Just yesterday I was down to Receiving Hospital and some of the 
people there were there had been waiting 6 and 8 hours. That is a 
problem that is before us. It has been mentioned that some method 
whereby a prepayment care that will allow them to have the same 
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benefits medical science and care that others have should be extended 
over what we have and we should recognize this group of indigents, 
of those who when they meet a catastrophe do not have the resources 
to cope with it. 

I would like to emphasize the fact again that in this older age 
group, as Mr. McNary has just told you, the amount of illness exceeds 
that of the younger age group and yet they are the most forgotten 
group. 

Part of that comes first from the lack of money, second from an 
arbitrary retirement age that in industry is a deadline. No matter 
what his abilities are he has to stop. He is thrown out. He will not 
and cannot get another job. He may be still capable of doing much. 
He may still be anxious to do much. His own pride wants him to 
do more, but he has no opportunity. 

Not. only can he not get a job for himself but he is in a position 
where he has to humiliate himself in order to get medical attention. 
Those are the things that I want you to bear in mind. 

We started in this State with our Blue Cross and Blue Shield with 
the idea of taking care of this segment and the allied segment. We 
have even tried to take care of the actual indigents. We set up an 
experiment in Kalamazoo and various things conflicted with our 
ability to proceed. Those things can be worked out. 

There are areas in which it is already being taken care of or tried 
out experimentally. And I wish to particularly emphasize the fact 
that an overall regimentation throughout the United States will not 
allow the experimentional development that should be available in 
various areas. Try it out. Find out what can be done. 

Of the various trials that are made, those that are successful should 
be aided, supported, developed. The Federal Government is throw- 
ing much into research. This is also a research field and to blanket 
it without that stimulus of the responsibility of the community is 

‘ausing us—can cause a stagnation and not an acceleration. 

We boast that our research has accelerated. We are cutting off if 
we make it flat across the board and this is not even across the board. 
Many of those that are needed are omitted therefrom. 

I would very strongly ask and appeal that regimentation in any 
form that stifles the responsibility of the community is not desirable. 
I would further say that community responsibility should be stimu- 
lated and pushed, not forgotten. Our whole concept that we have in 
the approach of our Blue Shield and Blue Cross is that of a com- 
munity responsibility. I< is different from insurance. 

We look upon the whole group as one, not preferential, not the 
selection. This group who has three, two, three times as much illness 
is under no conditions an insurance- -eligible group. The premiums 
would be too high. But asa community responsibility it should be 
met. 

I am going to mention one thing that I am annoyed at a great 
deal and that is we have recently had Federal legislation including 
tiie Federal employees under various forms of insurance, the same as 
we have with industry in this area, where apparently fringe benefits 
are a contribution to this coverage. And I am annoyed that the Fed- 
eral employees are going to be set aside as something outside of the 
community and given special consideration in the way of rates, ignor- 
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ing the community as a whole and particularly ignoring these border- 
line people that are the responsibility of the community. 

That, unfortunately, I believe is written into the law that they are 
to be considered as preferential people. Possibly they need some spe- 
cial gilt braid on their hats to indicate it. We believe strongly in a 
community interest and the ability of a community under the best 
possible stimulus to try and develop and improve, ‘experiment, just 
as you do in research, and see where we can come. 

Thank you. 

Senator McNamara. Thank you very much, Doctor. 

Dr. McKean, is Blue Cross-Blue Shield available to every person in 
the State, regardless of health? Was that part of your statement? 

Dr. McKean. Yes, sir. 

Senator McNamara. Since Federal Government reports indicate 
that about 60 percent of those people who are retired and are on social 

security have a money income of less than $1,000, does not the cost 
of this service preclude them from participating in too many cases? 

Dr. McKean. I can only answer that, sir, along the lines that I 
am sure a great many social sec urity recipients at the present time 
have Blue Cross-Blue Shield and are able to afford it. 

Senator McNamara. Well, from the reports that we had from the 
workshop that took place here in the last couple of days it does not 
appear that people generally are able to pay the cost. 

Dr. Price, it was emph: asized this morning that older persons have 
a distaste for medical care by charity. Do you feel there is some way 
that an ordinary elderly couple can receive care without the humilia- 
tion of taking charity? 

Dr. Price. There have been and always will be a certain group of 
people whose finances are such that they must be cared for by some 
form of charity. That is obviously true but the vast majority of in- 
dividuals who have lived in a community for any length of time and 
have been cared for by some physician can be given the c are and atten- 
tion they need and not necessarily have to consider it as charity. 

They ‘can pay what they are able to pay and under those cireum- 
stances discal not be embarrassed in any sense of the word to see their 
physician whom they have known for many years because he will con- 
tinue to give them the care and attention they have always needed. 


INCREASED COST OF MEDICAL CARE 


Senator McNamara. Dr. Novy, you particularly stress the plight 
of the older worker as chargeable in a large measure to inflation. Cer- 
tainly we are all concer ned with inflation but our hearings have 
brought out not only in this area but in other sections of the country 
that ‘apparently the greatest inflation as far as older folks are con- 
cerned is in the cost of medicine, hospitalization, and drugs. I think 
that you have every right to be concerned with inflation because the 
area that you represent here not only in these things but also in in- 
surance are really problems of your profession and there is a great 
deal of inflation in this area. 


Do you have any comment on that ? 
Dr. Novy. Yes, I have. 
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There is inflation and increase in medical cost. I saw within a short 
time that in a group of people who were in this bracket that we are 
particularly talking about that their costs of medical care, if you broke 
it down, 60 percent of it was for drugs. Drugs are at the present time 
being lambasted for their high cost. We have to accept that if you 
are going to have experimentation and the costs of experimentation 
that those products will have to return some of it. 

I think that it is part of the setup and unfortunately sometimes and 
I think very definitely the responsibility and the mistake on the part 
of the doctors of prescribing high cost drugs where a simple drug 
might better meet the pocket of the individual. 

As an example, the antibiotics, penicillin, and many of the others 
that are on the market are fairly expensive. The sulfa drufs that 
have been pretty well forgotten, that in many cases would accomplish 
the same thing and the doctors should know which or what are not 
used. They are much cheaper. 

The cost of that research work is in the past. The drugs are cheaper. 
In that field very definitely the part of the doctor who unthinkingly 
prescribes these is one thing that we all dislike. 

The costs that have occurred in hospital care and so on goes along 
of course with the scientific work that has been done. When this 
movement was started back in the thirties a case with pneumonia we 
put him in possibly an oxygen tent and we let him stay. That is all 
we could do for him. And we told the family that we hoped the 
crisis would occur on the 7th day or the 10th day, the Lord being 
willing a crisis would occur. And our figures showed us that 50 per- 
cent of those cases of pneumonia across the country died. 

Pneumonia was a killer. Today that case of pneumonia scarcely 
exists. We do not have enough good cases, really sick cases of 
pneumonia to even show medical students because the antibiotic in 
24 hours knocks the spots off of it. 

That antibiotic may cost something but it is far less expensive than 
the 2 weeks, 3 weeks that was formerly spent. So that we have to take 
things a little bit that this advance and the cost that we pay for that 
advance in medicine is an advance, not only lifesaving but in time- 
saving. 

There are several sides to the picture. In the hospital we have tests 
that were undreamed of 20 years ago. We have many of them. They 
have value. We may have to use too many of them, that is un- 
doubtedly so. We are as doctors critical of the fact that some of our 
younger doctors and some of our other doctors use these tests some- 
what unthinkingly and raise the cost thereby. 

At the same time you would not deny anybody a test that was likely 
to be helpful to him no matter what it costs. i 

Does that cover as much as you want, Senator? 

Senator McNamara. Thank you, doctor. 

Mr. McNary, some of the questions that you raise are rather tech- 
nical and I am going to ask Sid Spector the director of our staff to 
ask you a couple of questions for the record to clear up some of the 
things that he has in mind. 

Mr. Spector. 

Mr. Srecror. Thank you, Senator. 
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DIFFERENTIAL IN COST AND BENEFITS OF GROUP AND INDIVIDUAL POLICIES 


Mr. McNary, there were just a couple of matters on the operations 
of the cost of Blue Cross i thought would be something to have in 
the record. When there is a conversion from group Blue Cross to an 
individual Blue Cross subscription I think your statement indicated 
that cost goes up about 10 percent, was that not right? 

Mr. McNary. That is correct. 

Mr. Specror. And the benefits are reduced from 120 days to 30 days? 

Mr. McNary. That is correct. 

Mr. Srector. Is that for 3 months or for a year? 

Mr. McNary. That is for a period of 1 or more days up to 30 days, 
followed by a 3-month period of not being in the hospital after which 
another benefit period is available. That is true both for the 30 and 
the 120 days, Mr. Spector. 

Mr. Spector. If you computed this increased cost of 10 percent and 
the reduction of benefits on a cost per hospital day, what would you 
estimate would be the real increase, actually, in the cost to the individ- 
ual in the reduction from 120 days to 30 days for a 10 percent increase 
in payments ? 

Mr. McNary. That would be a most difficult thing to get, Mr. Spec- 
tor. I would not have it in my head. I must say this however, that 
there are less than 6 percent of the cases that stay more than 30 days 
or that use more than the 30 days’ care. So that 94 percent, let us 
say, of the cases will be taken care of in full by the 30 days and in those 
cases there is no difference in the benefit that they would get. 

Mr. Srrcror. Is there some difference. however in terms of the 
individual cost in that a large proportion of those who would be con- 
verting will have to assume the full cost of their premiums whereas 
prior to that their employers had contributed anywhere from 30 to 
65 percent. 

Mr. McNatry. This is entirely true. Blue Cross-Blue Shield have 
absolutely no control over that phase. The rate is the same regardless 
of who it is being split between, the employer and employee or if 
it is being paid completely by the individual. 

Mr. Srecror. What percentage of your subscriptions are employ- 
ers’ contributions ? 

Mr. McNatry. I would say that roughly 60 percent of our mem- 
bership participates with the employer to some degree or the em- 
ployer participates with the employee. 

Mr. Srecror. So that in that proportion at least there would have 
to be an increase at least as far as the individual is concerned in the 
amount it would cost him to continue his coverage ¢ 

Mr. McNary. The standard pattern in Michigan is 50 percent of 
the cost of Blue Cross-Blue Shield. 

Mr. Srecror. After he converts and has this 30-day coverage what 
does that allow him in actual payments as far as hospital stay is con- 
cerned, that is the benefit payment from Blue Cross? 

Mr. McNary. There is no limit except the days. 

Mr. Sprecror. Does it cover his full cost in the hospital ? 

Mr. McNary. It entitles the subscriber patient to either a ward 
accommodation or a semi-private room depending on whichever he 
is paying for and all of the hospital extras that may be necessary 
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to get him well. This is true whether it is under the 30-day pro- 
vision or under the 120-day provision, and we pay, O, I think it is 
about five bills each working day of $2,000 or more for individual 
paaete. 

Mr. Spector. So that the individual himself does not have to pay 
tow ard: the cost of the hospital stay ? 

Mr. McNary. Only for personal extras or private rooms or some- 
thing of that nature. 

Mr. Srecror. Or unless he goes over the 30 days in this particular 
case ? 

Mr. McNary. Yes. Of course we must remember that only about 
15 percent of our 314 million members are limited to the 30 days. A 
great many of our retired people, including the 75,000 mentioned in 
Dr. McKean’s report are entitled to 120 days or more. Many of them 
are entitled to 365 days. 

Mr. Srrecror. I wanted to get one technical point cleared up also. 
In your paper you mentioned that 27.7 percent of those over 65 are 
in the work force and that thendfons all of those can be figured as 
being covered by Blue Cross or commercial insurance as far as their 
health is concerned ? 

Mr. McNary. That is an exaggeration, Mr. Spector. I caught that 
too late. We should not have said we can assume all of them are 
covered. The great majority of them are. 

Mr. Srecror. That 27.7 percent, using the term “work force,” I 
assume that is the same term as is meant. by “labor force,” and labor 
force includes those who are working full time, those who are working 
part time and those who are not employed at all but are seeking em- 
ployment so perhaps the extent to which they are covered by Blue 
Cross or commercial insurance may be considerably different even 
than the revised estimate. I don’t know. 

Mr. McNary. We are thinking in terms of the people who are 
working, where Blue Cross or commercial insurance is available. 


REDUCED BENEFITS FOR THE AGED IN NEW JERSEY 


Mr. Spector. Let me just ask one more and that is what you describe 
as experience rating and community rating. What are the difficulties 
that Blue Cross has in competing with commercial insurance which 

can have lower rates on the experience rating basis; and will it be 
necessary for Blue Cross eventually to come to the experience rating? 
For example, in New Jersey, as you may know, Blue Cross reduced 
its benefits for those over 65 on a unilateral basis. I am just wonder- 
ing whether this is an example of any kind of a trend. In this con- 
nection we have a telegram which reads as follows : 


Detroit, Micu., December 15, 1959. 
Hon. Senator McNAMARA, 


Senate Office Building, 
Washington, D.C.: 


The recent decision by the New Jersey Blue Cross to reduce benefits for mem- 
bers over 65 is.the single most harmful step taken by any voluntary health in- 
surance plan to undermine protection for its older subscribers. This is not the 
same as the limited benefits now being newly offered to older people. This is a 
reduction in benefits for people who are covered. It is a dead-end provision 
which tells America’s older people that they cannot rely on the voluntary move- 
ment for reasonable health protection. 
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If the plan now feels free arbitrarily to reduce benefits for older people, what 
is to prevent it from cutting the benefits back still further if the going gets 
tough? The answer to the increasing cost of hospitalization and medical care 
for the aged is not to reduce benefits. This is precisely the time of life when 
greater health care is needed. The cost need to be shared so that a high stand- 
ard of protection can be maintained for the aged. 

Blue Cross subscribers have supported community rating principles on the 
expectation that Blue Cross would continue its present practice of extending 
protection for older people covered under organized pension plans at group bene- 
fits and at group rates. Under such arrangements the excess cost of care for 
the aged is shared by the community as a whole, as a deliberate and desirable 
social policy offering responsible protection and risk sharing for the aged. Even 
now Blue Cross and Blue Shield benefits are none to adequate and the aged 
need much more. Reducing benefits still further demonstrates that the volun- 
tary system is failing to treat the aged with humanity and responsibility. It 
makes the need for the Forand bill much more urgent. 

I urge you to have your committee hold special hearings in New Jersey to 
investigate this matter fully. 

LEONARD Woopcock, Vice President, UAW. 

Mr. McNary. I don’t think it is. Asa matter of fact in New Jersey 
Blue Cross, my recollection is (and I was interested and concerned 
because some of our groups have branches in New Jersey) they in- 
creased the benefits for some of those over 65 and decreased them for 
others. But I do not think that this is the trend. 

As a matter of fact I think the trend generally speaking has been 
toward increasing benefits for retirees. I am not quite sure of the 
question you asked me with respect to community rating. If it was 
whether or not the competition by insurance companies which pro- 
vide rates to a company depending on the utilization of that indi- 
vidual company constitutes a hazard to Blue Cross, I can only say it 
is a definite competitive problem. 

It has not certainly been such that here in Michigan we have con- 
sidered doing anything except retaining our community rating prin- 
ciple which charges the same rates for the same benefits to all groups. 

Mr. Srecror. I would like to ask one more question and that is the 
problem of income as related to the cost of insurance. I believe that 
on Blue Cross and Blue Shield the cost for two people would be ap- 
proximately $17 a month. Is that about correct, Mr. McNary? 

Mr. McNary. For group benefits and group rates under our formal 
retirement pension plan groups the cost is $16.13 for two people. 

Mr. Specror. I was thinking primarily of course of the group 
where you offer conversion to the individual after leaving employment. 

Mr. McNary. The conversion rate for two people would be $17.75 
for Blue Cross-Blue Shield. 

Mr. Sprecror. If we took the average couple in this country over 65 
I believe you could figure an income of approximately $125 a month 
for them as an average, total income, social security, and otherwise. 
If we were to figure just in very crude fashion what a budget would 
be for a couple, a retired couple with a $125 a month, we might have 
something like this: The Department of Agriculture attempted, as 
scientifically as it could, to set up what would be a very minimum 
food budget that would have the basic nutritional values and they 
thought that for a couple this would run around $60 a month. Then, 
if we figured something like $60 a month for rent and light and heat, 
that is in an ordinary urban apartment, we would have a total of 
$120 there. We can just figure very crudely on some of the other 
items, such as perhaps $5 a month for clothing for a couple might be 
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a figure we could use, perhaps $3 a month for transportation, just 
keeping this at the bare minimum, and I think they —- want 
to have a telephone which might average around $4 or $5 a month, 
and suppose we figured about $5 a month in total for all kinds of 
recreation including newspapers and movies or any other particular 
item of recreation and then perhaps $5 a month for all other items, 
labeled miscellaneous, and you know how much we all spend for mis- 
cellaneous items. This might come to $143 a month, just on this bare 
minimum budget, and the average is at the level of $125. It does 
raise the question then as to the number of them than ean afford the 
$17 or more per month for Blue Cross and Blue Shield, and I won- 
dered if you might have some comment on that ? 

Mr. McNary. Well I think my first comment is that obviously the 
budgets of many of our retired people are very, very slender and it is 
almost impossible for them to make ends me et. This is perfectly ob- 
vious. And I think it is equally obvious that this is the reason I made 
the recommendations I made to you. 

On the other hand, in support of what Dr. McKean said a minute 
ago, and I don’t pretend to know how they do it because I doubt if 
you or I could do it, a very large number of these people do continue 
their Blue Cross-Blue Shield payments. We have, as Dr. McKean 
pointed out, some 75,000 people enrolled through these formal pension 
plans where they are paying the entire amount out of whatever re- 
sources they have and in most of our large groups we find that three- 
fourths of the people on the pension rolls are continuing their Blue 
Cross-Blue Shield coverage where it is available on a group basis at 
group rates. 

DEDUCTIBLE HEALTH INSURANCE POLICY 


Senator McNamara. Mr. McNary, I would like to ask you one 
question. At our hearings in Grand Rapids we had the State insur- 
ance commissioner, Mr. Blackford, testify and he raised what I 
thought was an inte resting suggestion. 

He said that some consideration should be given to a deductible 
policy, a certain amount like a fifty dollar or a hundred dollar de- 
ductible policy. Is this feasible or practical, or what is your reaction 
to this suggestion ? 

Mr. McNary. I will be able to tell you much better in another 
year or so, Senator, because the Blue Cross senior citizen contract 
which we brought out just this year and on which some 8,000 or 10,000 
people are now enrolled does incorporate a deductible payment. It 
provides the same benefits as the group contract for 30 days basically 
like the conversion contract, but does incorporate a deductible of 20 
percent but not more than $100. So that we will soon know a little 
more about the working of this and whether or not the people like it 
and also whether or not it turns out to be reasonably possible from 
their standpoint to pay that deductible. 

The only thing a deductible does if it is properly incorporated in 
the contract is to reduce the monthly rate. There is no magic in the 
deductible as such because the money has to be paid one way or the 
other. 

Senator McNamara. Well I think that is right. But this area 
does create in the minds of retired people a great deal of mental 
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anguish. If they were assured that a serious illness would cost them 
only a certain amount, the same as in the case of automobile insurance, 
I think it would go a long way to relieve this mental anguish that 
seems to be of such great concern to retired people. 

Mr. McNary. I think this is true in our Blue Cross-Blue Shield 
program for the aged because the Blue Shield portion of the program 
covers, for all hospitalized illness which would incorporate practi- 
cally all serious illness, payment of one doctor bill in full for the 
services that the man or woman needs. 

Senator McNamara. Certainly it is a Ss and I am glad to 
hear that your or ganizi ition is trying to meet it. I do not think there 
are many ‘other or ganizations throughout the country who have gone 
into this phase of it. Is that a correct statement as you understand it? 

Mr, McNary. With respect to the older people, the senior citizens ? 

Senator McNamara. Yes. 

Mr. McNary. No; there are a great many other Blus Cross-Blue 
Shield organizations that enroll people regardless of age. This has 
been true in Cleveland for a long time. It is so in Cincinnati. Indi- 
ana has such a program and quite a few other Blue Cross-Blue Shield 
organizations do enroll without regard to age, usually at a specific 
time of the year in a given campaign such as we use here. 

Senator McNamara. Thank you very much. 

Do vou gentlemen have any further comment? Do you want to ask 
each other any questions or do you want to leave the record just where 


it is? 


Go ahead, Dr. Novy. 

Dr. Novy. The use of a deductible as Mr. McNary said does not 
solve any miracles. It is often designed to keep down the cost and 
unnecessary utilization. It very often fails in that if it is a small 
deductible and then if it is a large deductible it fails in the primary 
objective of taking care of those who have not a checkbook in their 
pocket to write the larger deductible, so that the deductible is directed 
toward keeping a premium down and toward abuse that may be 
present. It is a poor excuse for both. 

Senator McNamara. We are glad to have your comment because it 
was a - w idea to us and we want to give it consideration. 

Dr. Novy. It is very nice for the man who has a checking account. 
He can meet it. There are others who cannot. 

Senator McNamara. Thank you very much, gentlemen. I think 
you have made a great contribution to our record. You can be sure 
that your recommendations will be given every consideration. 

Thank you again. 

Our next witnesses will be Dr. Harry Bagley, of ag Mich., 
and Mr. Thomas Fitzpatrick, substituting for Mr. W. J. McNerney, 
Director, University of Michigan Study of Hospital and Medical 
Economics; School of Business Administration. 

Dr. Bagley, will you be our first witness ? 


STATEMENT OF HARRY E. BAGLEY, M.D., DEARBORN, MICH. 


Mr. Baciey. Hon. Senator McNamara, members of the committee, 
ladies and gentlemen, Iam indeed orateful to appear before this highly 
important committee which is studying a problem of growing impor- 
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tance to the whole country. I am especially honored in having been 
asked to come, because I am not a speci ialist in the problems of aging. 

The observations which I am going to make are based largely on 
what I have noted as a general pr ractitioner of medicine in the « city of 
Dearborn during the past 33 years. 

I wish to say at the outset that there are, of course, glaring excep- 
tions to any of the statements which I may make. The problem is a 
most difficult one because of different personalities involved. We all 
know that what might provide complete satisfaction to one old person 
might very well drive another to distraction. 

The Bible s says “Man does not live by bread alone.” Man generally 
has to work in order to provide for himself and his family. He does 
not, however, work merely for financial gain. He works and strives 
also for recognition from his fellow men, for glory, and for the feel- 
ing of importance resulting from his work. If this were not the case 
why would anyone run for public office in this country with all the 
hard work involved—also the abuse which is so often heaped upon 
him ? 

Service clubs, of which there are many, are always able to find offi- 
cers who are willing to work long and hard for the good of their clubs. 
This work is, of course, entire gr ratis. This also applies to workers in 
churches and in other voluntary, social service work. 

This desire for recognition is carried over into the retirement years 
and is probably greatly intensified because of the lack of gainful work 
or other interests which would occupy his time. He often becomes 
very unhappy and depressed because of this feeling of inadequacy and 
of not being needed. 

We all know that if the muscles of the body are not used, they grad- 
ually become useless. This phenomenon appears to apply even more 
forcibly to the human mind. Psychologists tell us that none of us 
employ anywhere near the full potentialities of our mind. We all 
have, I suppose, an inherent lazy streak. 

It has been stated that the pleasures in this life derived from using 
the mind are of much greater and of more lasting importance than 
are the pleasures of the body. Elderly people should, therefore, be 
encouraged to make as much use as possible of their latent mental 
capabilities. 

Incidentally, not only elderly people but also younger people 
should be interested in the problems of aging. These younger people 
might be able to prepare themselves for the days of retirement. Peo- 
ple who acquire a variety of interests certainly get more enjoyment 
out of life. If one has many interests in life, these will not all sud- 
denly stop when one retires from his gainful work. 

Elderly people should keep their own homes and run their own 
establishments as long as they possibly can. We all like to be our 
own boss. One is by no means his own boss when living in the home 
of children or relatives. Should children and their families move into 
your home, you still have the final say if the going gets rough. 

Older people, if they are at all happy and adjusted to their sur- 
roundings, do not have more sickness than a younger group. This is 
in contradiction to what people say but that is my impression. The 
people who get the most sickness are children. 
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A lot of the older people who visit me are not physically ill at all. 
They are unhappy and maladjusted and are looking for understand- 
ing and sympathy. 

A very simple and satisfactory system is now in force for the people 
on old age benefits in Detroit.” These people pay the doctor or the 
pharmacy for services. We sign a paper and they are reimbursed by 
the city. This applies only to those who are somewhat chronically 
ill. For sudden short sicknesses, they would not have the official 
forms available. 

Nursing homes for the aged are not all good—some are very bad. 
Some I have visited are so overcrowded that they try to keep the 
patients in bed so that they are out of the way and easier to handle. 
The good nursing homes unfortunately have long waiting lists. 

People often complain about the high rates charged by the nursing 
homes. However, a lot of the people sent to them need very extensive 
nursing care, which the relatives are either unwilling or unable to 
give. In many cases I feel that the nursing homes earn every penny 
they get. 

Perhaps the best home for the aged that I know about is one where 
a sincere effort is made to keep those who are physically fit gainfully 
employed. Small manufacturers send in piecework which is done by 
their people and for which they are paid. 

I will now speak about compulsory retirement at age 65. It is a 
much discussed and controversial problem. A rather large percentage 
of my patients who retire at this age are worn out physically and 
are not capable of further employment. However, many are still 
mentally alert and physically able to perform useful employment 
for many years. It is unfortunate that this large pool of intelligent 
and skilled individuals is not used. 

Throughout the country many groups are making an honest effort 
to entertain and so relieve the monotony in the lives of many elderly 
people. In Dearborn we have the Pleasant Hour Club, which is a 
branch of the city recreation department. I know that Mayor Hub- 
bard lends quite a lot of support to this work. 

They have lectures and many outings for the oldsters. Several of 
my patients stopped coming to visit me after joining the Pleasant 
Hour Club. I grant that these organizations are only an aid in the 
problem, but they are doing a very good job and deserve commenda- 
tion for work well done. 

Many of my retired patients and others who are shut in derive a 
great deal of pleasure from listening to the Tiger baseball broadcasts. 
I often wonder if the Detroit baseball company realizes how much 
pleasure they provide for these people. The enjoyment is, of course, 
more pronounced if the Tigers win. 

Many of my patients are in dire circumstances financially. This 
applies especially to those who do not get social security benefits. 
When some of these people tell me what they get, I often wonder how 
they survive at all. 

Above is my statement; however, I intend to ae on some of 
these subjects during the 10 minutes or more which, I understand, 
will be allotted to me. 

Do I have a little more time ? 
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Senator McNamara. You have a few more minutes if you want it. 
Go right ahead. 

Mr. Bacgiey. One man mentioned this morning, he mentioned the 
same point, a good-looking young man. He said that a lot of the 
people when they get interested in some subject were not sick at all. 
I found the same thing. When they got interested in something they 
are not sick any more. 

I especially admire the remarks of Miss Maude Fiero. She spoke 
up. She was 75. If we could all keep up like her, it would be ex- 
cellent. Some can do it,some cannot. Weshould all try. 

Now about early ambulation, that is an important point. If it 
were not for early ambulation we would have to have more hospital 
beds in the city. It used to be when a baby was born the mother stayed 
in bed 10 days. Now it is5 days. That applies to elderly people, too. 

Since I wrote this paper I went to visit homes. In my opinion the 
Jewish Home for the Aged is excellent. They keep them all busy. 
If they can do any work at all they are busy. And they get a little 
money for this work. I told this director that I did not care to see 
people lie in bed, and he said, “There is nobody in bed here. They are 
all up.” I said, “You must have people who are very sick.” He 
said, “Yes, but then we have them in a wheelchair. We only have one 
getting oxygen in bed.” 

I will not say they all looked happy, but they were happy doing 
something. I am sure that director is doing an ‘excellent Job at that 
home. Their average age, by the way, is 83. The oldest is 104. The 
youngest is 63, my age. 

I have a patient 90 years of age who runs her own affairs. She 
will not live with her daughter. Her daughter wants her to but 
she won’t. She keeps her own place there and the welfare people 
help her a lot. They put a stoker in for her furnace and the neigh- 
bors are especially good. They come in and help her a lot, they bring 
her food and a walker. I am sure she is happler than a lot of these 
people in these old homes. 

About this early ambulation here is a little story. Surgeons always 

want them to get up. A surgeon oper ating on one lady said, “I want 
her to get up tomorrow at the least.” So about three nurses lugged 
her and got her up and walked her across the floor, and when she came 
back she said, “You know, that is the first time I have walked for 12 
years.” 

Senator McNamara. Thank you very much, Doctor. 

Doctor, you mentioned that many of your patients are in finan- 
cial straits. Do you feel that it would affect your relationship with 
the patients if their medical bills could be met out of social security 
or some other Federal funds? 

Mr. Bacuiry. We are always interested in more money of course. 
The ones that are the worst off are the ones when their husband died 
before social security came in. There are some of those still around. 
This old lady of 90 they mentioned, she only had old-age assistance. 
If we could hand some of this money around it would be fine. More 
money would help, sure, but I do not know how we are going to get it. 
I don’t expect it. Iam just a general practitioner. 

Senator McNamara. Thank you, Doctor. 
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Mr. Fitzpatrick, you are substituting for Mr. McNerney, is that 
right ? 

Mr. Frrzparrick. That is right. 

Senator McNamara. We are certainly glad to have you here, Mr. 
Fitzpatrick. 

Go right ahead. 

Mr. Firzratrrickx. Thank you, Senator. 


STATEMENT OF THOMAS FITZPATRICK, SUBSTITUTING FOR W. J. 
McNERNEY, DIRECTOR, UNIVERSITY OF MICHIGAN STUDY OF 
HOSPITAL AND MEDICAL ECONOMICS 


Mr. Frrzparrickx. We have submitted a report. I want to empha- 
size just a few points about it. 

At the University of Michigan we are engaged in doing a job 
that was set for us by a commission appointed by Governor Williams. 
The chairman of the commission is Circuit Court Judge George E. 
Bowles of Detroit, and this commisison which has in the field the 
study of all things relating to the economics of health and medical 
care in Michigan has asked the university to do the study and we are 
in the process of doing it. 

We hope to report ‘by late spring of next year but right now field- 
work is being done and a lot of the data is being processed by machines 
and we can give no final results. 

One of the things that impressed us considerably as we waded into 
this big mass of information to try to make some sense of it is that 
although many people have many conflicting opinions about health 
and hospital care not too many of them have any solid facts to go 
on and the more we try to dig out the facts the more important we 
feel that these facts have for planning. 

Now with regard to the people over 65, there are a number of 
things that we are doing that have a direct bearing on those problems. 

We are doing a study of a sample of all the discharges from hospi- 
tals in the State in 1958, 10,000 discharges in the s sample, and these 
patients are being studied in enormous detail inc luding not only their 
breakdown as far as age and sex but the kind of diseases they are 
suffering from, what treatment they got in the hospital and what their 
bills were made up of, and so on. 

Also we are making a study of commercial insurance companies 
and Blue Cross and what provisions they are making for all groups, 
including the aged. 


MEDICAL EXPENSES OF INDIVIDUALS 


And we did a household survey of a sample of Michigan’s popula- 
tion. The sample was set up so it was extra heavily weighted with 
people over 65 and with people who had been in the hospital during 
the previous year, sometimes both, in the one family or in the one 
individual. Some of the findings, although again I have to stress that 
a lot more work is being done with these figures but even as they are, 
they are dramatic and very impressive. 

For example, we have found that the average total medical expenses 
of all kinds during the year for all individuals in Michigan, now 
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this is an average for every individual is $86 or was $86 in 1958, but 
for those under 65 this average was $81, just $5 lower than the gen- 
eral average, whereas for all those 65 and over it came to $16: 3, which 
is just about double. And these averages also hide some informa- 
tion which I hope our reports will not hide. 

For example, in breaking this group down into age and sex groups 
and income groups, we found that low income children between the 
ages of 5 and 14 incurred an average expense for the year of $50 for 
females, $ $31 for males but the low income males between the ages of 
65 and 69 came up with an average of $255 and this is three times the 
average for the State as a whole. 

As far as the possession of health insurance is concerned we found 
that taking all individuals over 65 that 50 percent of them had no 
health insurance. We are not even talking about inadequate health 
insurance. They had no health insurance at all. And if they are 
divided into high and low income groups, the high income group over 
65 had 42 percent of them who had no insurance, but 59 percent of the 
low income group had no health insurance. This compares with 22 
percent of all individuals in Michigan and 20 percent under 65 who 
have no health insurance. 

Put it another way 80 percent of those under 65 are insured and 
50 percent only of those over 65 are insured. 

These findings in general are borne out all the way through the 
study, that the older people and the people with lesser income gen- 
erally have greater hospital and other medical expenses and more » ill 
ness, at least more illness that has to be treated and they have less 
insurance coverage to pay for it. 


LONGER HOSPITAL STAY FOR THE ELDERLY 


If we convert the average length of stay and the number of hos- 
pitalizations that occur in these groups, I am just going to give you 
this one figure, individuals under 65 at Michigan used 1,100 days of 
hospital care per thousand population during the year, but those 65 
and over used 3,400 days of hospital care. They might not have got- 
ten so much atte but the ones who did get sick get sick that much 
sicker, that the total expenses, the total hospitalization, rather, is at 
least triple. This is partly because each time they were in the hos- 
pital they were in for a longer time and because they were in the hos- 
pital more often during the year, both of those things together, make 
this record of 3,400 days per thousand individuals. 

I think that is enough about this. 

Senator McNamara. Thank you very much, Mr. Fitzpatrick. 
Those statistics and results of your studies are very helpful for our 
record and we do appreciate very much having them. 


(The statement of Professor McNerney presented by Mr. Fitz- 
patrick follows :) 


PREPARED STATEMENT OF PROF. WALTER J. MCNERNEY, DIRECTOR, MICHIGAN STUDY 
OF HOSPITAL AND MEDICAL ECONOMICS 


We at the University of Michigan are engaged in a thorough study of hospital 
and medical economics in Michigan with special reference to the status of the 
population served, the institutions and professions rendering health services 
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the operation of insurance and prepayment agencies paying for care and the 
issue of control. In many respects we have focused our attention on the special 
problems of the population over 65 and it is about these that I wish to speak 
today. 

Our study was initiated by the University of Michigan at the request of a 
Governor’s Study Commission on Prepaid Hospital and Medical Care Plans. 
The commission was set up by Governor Williams under the chairmanship of 
Circuit Court Judge George E. Bowles of Detroit in 1956. In 1957 after holding 
public hearings, the commission asked the University to design and implement 
a study which would supply badly needed facts. Supported by a generous grant 
from the W. K. Kellogg Foundation, the study began in the spring of 1958. It 
is expected that we will be able to report our findings to the public in the late 
spring of 1960. 

At the core of our study is a household survey of a cross section of the Michi- 
gan population. The fieldwork on this survey was done for us by the survey 
research center of the university. Our purpose is to determine the total expendi- 
tures by Michigan families for all kinds of health services for a l-year period. 
We also looked at insurance coverage, utilization experience, unmet needs, at- 
titudes toward financial problems and various population characteristics. 

The sample of the population was deliberately weighted to reflect especially 
the experiences of individuals over 65 and of individuals who had been hos- 
pitalized during the previous year regardless of age. 

In addition to the household survey, we have made a study of 10,000 hospital 
discharges in 1958. These patients were hospitalized in 47 hospitals selected 
as a probability sample of Michigan hospitals. 

This study will enable us to describe how many people over 65 were in the 
hospital, from what diseases they suffered, what operations they had, how long 
they were in the hospital, what services they reecived, what they were billed 
for these services and how the bill was paid. 

We will also be able to interrelate the characteristics of these patients, their 
hospitals, and their physicians. 

In the case of 18 particular diagnoses, representing 6,000 of our 10,000 patients, 
a detailed study of the hospital records was made. With regard to selected 
patients, their physician was interviewed. From this study we hope to be able 
to assess the effectiveness of the use of the hospital and to see what effect social 
and economic factors, as well as medical factors, had in the patients’ hospitaliza- 
tion. 

An intensive study of the insurance companies and prepayment plans operating 
in Michigan is being made also. We are stressing the kinds of benefits available 
from these sources to various groups in the Michigan population. We hope to be 
able to make an estimate of the cost of providing the needed kinds of coverage 
to those sections of the Michigan population lacking insurance or lacking ade- 
quate benefit coverage. 

We are looking at the nursing homes in the State with particular reference 
to staffing, physical environment and patient characteristics. The approach is 
largely descriptive. 

This is a brief summary of some of the things we are doing which will have 
special reference to the aged. It does not go into detail and it by no means 
describes all of the individual studies we are making within the overall frame- 
work of the Michigan Study. 

As a sample of the kind of work we are doing, I should like to submit the 
following figures from our household survey. I must stress that these figures 
are subject to considerable detailed interpretation and that we have many more 
details of information. The figures are also early ones and subject still to 
correction; however, I am confident that necessary corrections will be minor. 


Total medical erpenses?* 
(TI-5): 


Average total medical expenses, all individuals in Michigan_________ $86 
Average total medical expenses, all under 65__-----_...__________ Q1 
Average total medical expenses, all 65 and over___-____-_________ | 163 


1These figures exclude individuals with hospital expenses of $81.03. 


Notr.—Low-income males, 5-14, $31; low-income females, 5-14, $30; low-income males, 
65-69, $255. 
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Lack of health insurance 


[Percent] 





Income class ! 
(I I-7) 


——_— 
| High 


Have no health insurance, all individuals in Michigan 
Have no health insurance, ali under 65 | 
Have no health insurance, all 65 and over § : 59 


1 The high and low incomes indicate persons in families with adjusted income of $1,650 and over and under 


$1,650, respectively. Adjusted income is the per capita income adjusted to reflect the effect of family com- 
position on resources. The 2d adult and each child under 12 are counted as 44 an adult. 


Size of hospital bills * 
(HI-9b) : 


All individuals who had hospital bills averaged 
All those under 65 averaged 
All those 65 and over averaged 


2 Omits one individual with hospital expense of $8,103. 


Population hospitalized in study year’ (roughly October 1957 to October 1958) 


(HI-4 and 4a): 
Percent of all individuals hospitalized 
Percent of all those under 65 
Percent of all those 65 and over 


2 Not counting newborns as hospital stays unless they stayed in the hospital after the 
mother was discharged. 


Hospital stays expressed as rate 
(HI-15): Per 1,000 
Mean number of hospital stays for all individuals 
Mean number of hospital stays for individuals under 65 
Mean number of hospital stays for individuals 65 and over (3 hospital 
stays of 365 days each have been dropped from these figures) 


Number of days per hospital stay * 


Mean number of days per stay, all hosiptalized individuals 
Mean number of days per stay, all under 65 
Mean number of days per stay, all 65 and over 


1 Excluding three cases with stays of 365 days each. 


Days of hospital care per year per 1,000 population '* 


Days per 
1,000 individuals 


3, 400 
1 Excluding three cases with stays of 365 days each. 
? Overall rate, 1,200 days per 1,000 individuals. 
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Payment of hospital bill 


a OT 


All 65 and over 
individuals 


HI-9b): 

} Outside sources other than Blue Cross ! 
Dim Cree. «oscars. 
Self or family. : 
Owed to hospital - -- 
Reimbursed to indiv 


3477 


1 Commercial health insurance, welfare, Government, Armed Forces, Workmen’s Compensation, friend, 
relatives, etc., paid directly to hospital. 


2 Mostly commercial insurance reimbursements paid to the individual or his family rather than directly 
to the hospital. 


3 Discrepancy between size of hospital on p. 5 and p. 7 for all individuals and those over 65 is a statistical 
discrepancy resulting from different individuals being excluded from the calculation of means for the various 
components than were excluded for computation of the total hospital bill. 


A cautionary note should be added regarding interpretation of the above 
figures. Many factors influence the cost of medical care and the use of medical 
facilities. Even though a difference exists between the under-65 age group and 
the 65-and-over group for some particular measure, it should not be inferred 
that the difference is entirely due to age. Some of the observed differences may 
be due to other, unstated or unknown, factors. For example, the 65-and-over 
group is known to have lower incomes than the younger ages and part of the 
differences may be due to the effect of income on the factor rather than age. 
Note, for instance, that in the table on lack of health insurance the 65-and-over 
group has a proportion without health insurance of 2% times that of the 
under-65 group (50 percent and 20 percent, respectively). However, among 
high-income individuals the proportion of the 65 and over without health insur- 
ance is over three times that of the under 65 (42 percent and 13 percent), and 
among low-income groups the ratio is less than 2 to 1 (59 percent and 31 
percent). 

One final point should be made. There is a marked shortage of adequate and 
reliable information on many aspects of the problems of the aged and aging. 
We have been impressed by this constantly during our planning and fieldwork 
stages. I hope that strong encouragement will be given by your committee to 
research bearing upon the aged and aging. 


Senator McNamara. I think you have filled some gaps that we had 
hoped we would get some information on, and it is very valuable to us. 

1 want to thank you gentlemen for your cooperation and assure you 
that your remarks and recommendations will be given every consider- 
ation. Thank you. 

Let us have about a 5-minute recess while we are setting the mike 
up, because we go into this portion of our program which so many 
people find so interesting, the general discussion with senior citizens 
in the audience. 

(At this point a 5-minute recess was taken.) 

Senator McNamara. The hearing will be in order again. 

I will ask the people who go to the mike and want to speak to come 
up in the order that their number indicates that it has been assigned 
to them. Mr. McClure has control of the situation pretty well in 
hand. ; 

We will ask everybody to try to stay within about a 3-minute limit. 

Go right ahead, sir. We would be glad to have your name for the 
record. 
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Mr. Horwoop. My name is Thomas M. Hopwood. I am a public 
relation counsel in the city of Detroit. This is a statement by Dr. 
William Klein, the managing director of the Detroit Geriatric 
Hospital. 


PREPARED STATEMENT OF Dr. WILLIAM KLEIN, MANAGING DrReEcToR, DETROIT 
GERIATRIC HOSPITAL 


My experience in the field of geriatrics covers a period of 10 years. Ever 
since and prior to my becoming interested in geriatric medicine I have found 
that the subject has been one in which there has been considerable talk and very 
little action. 

Four years ago I envisioned a hospital which would be dedicated to the needs 
of our senior citizens. After months of planning and additional months of 
construction we were able to open the Detroit Geriatrics Hospital on August 24, 
1959. 

In Detroit Geriatric Hospital we have the most modern equipment known to 
the medical profession. Included are surgical, X-ray, laboratory, physiotherapy 
facilities and all the necessary and advanced equipment for the treatment of 
chronic and acute cases of a geriatric nature. 

Containing 54 beds Detroit Geriatric Hospital is a new, modern, and well- 
staffed facility. Many of Detroit’s outstanding medical authorities are members 
of the staff and are available for consultation. 

To those who are critical of the medical profession and various hospital ad- 
ministrations in their handling of geriatric cases we are able to say something 
good has been done here, facilities are available. We believe in our work and in 
our activity. 

We have a staff of five registered nurses and other necessary attendants. We 
are employing every improvement in latest methods of therapy with our patients 
and we are providing them with the best and most understanding care known to 
our profession. 

We feel that our contribution to the science of geriatrics may be of value to 
those who are wrestling with this enormous problem and we want to put our 
experience and talents at the services of those attempting to solve this problem. 

Testimony given here has indicated that the Blue Cross and Blue Shield or- 
ganizations are deeply concerned with caring for the aged. Yet the Detroit 
Geriatric Hospital has found an unexplained reluctance on their part to endorse 
our facilities and authorize their policyholders to use our services. 

We have full approval of the State of Michigan Health Department and we 
are in good standing with all medical associations. Yet a period of more than 
3 months has transpired without Blue Cross approval. 

I might add that we have received innumerable inquiries as to whether or not 
Blue Cross recognizes our hospital. As yet we are not able to give them an 
affirmative answer. We invite you, Senator McNamara and members of your 
subcommittee, to look our facilities over. We feel confident that you will recog- 
nize the excellence of our facilities and you too will wonder why Blue Cross 
approval is lacking. 

We feel that talking and testimony is important. However, we shall continue 
to do what we feel is something positive in the operation of Detroit Geriatric 
Hospital in that day by day we are working and learning more so when the 
talkers are talked out we shall be able to say, “We have been working in the 
field of geriatrics, we feel we know something of its problems and its scope. We 
want to contribute what we have learned.” 

Perhaps then all of us will have a better understanding of the huge problems 
which confront us but more important we shall have some inkling of how to 
go about solving them. 


Senator McNamara. Thank you very much. We are very glad to 
have Dr. Klein’s statement for the record. 

Mr. Brarry. I have a letter here from what I have been told is the 
best editorial writer in this area, and I think from my opinion he is. 
Now I will read this letter from this editor. 

The article by Walt Levitan, Detroit Times, the 16th of October, 
commands my attention particularly by the large bold type captioned 
“Old Age Assistance Must Be Increased.” 
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Now old age assistance must be increased. That is a crazy phrase. 
It don’t mean a damn thing. You have got to tell people what is 
needed and that I am going to tell you and over the years that 1 have 
been living and breathing people don’t want to know. With the ex- 
ception of the food allowance which Governor Williams wrote me 
several years ago that he was for raising the food allowance, I am 
quoting him, “which is based on a dollar value of 1939.” In other 
words, the dollar buys food less than one-third today as compared 
with 1939. But none are so blind as those who will not see. 

Now I am looking at you, Senator. The laws passed by the legisla- 
ture are very liberal except Macksey, the Lansing director has added 
certain regulations, neutralizing and curtailing for the discourage- 
ment and frustration of our senior citizens so that in my opinion we 
would not stand up and accord him again. 

I considered going to court but my lawyer told me it was about $500 
for preparation in court. 

This boy, you are all boys to me, you see I am going on 96. This 
boy will not allow for a denture, you know what a denture is, don’t 
you, or any other dental work such as an ordinary filling must be 
okayed by a regular physician as necessary to health. 

You go to a high-class physician and ask him to pass on a dentist 
job and see how far you get. My wife is under the care of Richmond 
Smith, of Ford Hospital. He is an internist. I went to him once 
and he turned me down because it is unethical and in my opinion he 
wasn’t qualified. I lost aid by taking the advice of a physician over 
my dentist. But try and get a high class honest physician to pass on 
a dentist’s work which they consider unethical and for which they 
are not qualified and, what is more, Wayne County Bureau of Social 
Aid has not to this day supplied the names or name of a single phy- 
sician that will enable the patients to comply with this Macksey 
regulation. 

I know Houston. He isa personal friend. But he has the tightest 
grip on this guy Macksey and I have nothing but contempt for him. 

I have in writing definite proof of these statements, definite proof. 
I have always been associated with impeccable people but in this 
department this qualification of some of the caseworkers is not im- 
pressive. You give me—that place should be broken off, busted, 
cracked, the whole damn business. All this talk you had about Blue 
Cross don’t amount to a damn if our old people have got to go to 
unscrupulous people. 

Those are pretty rash, harsh statements. I am not built that way 
but I have seen so much of it, I have been put through the wringer but 
I live in Herman Gardens and I happen to come there because they 
think I know something about this situation. Why Governor Wil- 
liams, I wrote to Governor Williams. No answer. I sent one or two 
letters to him from the Paul River. Finally I asked him to send 
them back. I got alot of stuff like that. 

Senator McNamara. Thank you very much, sir. 

Go right ahead, sir. 

Mr. Barry. Senator McNamara, and ladies and gentlemen, my 
name is David Mack Batey. I am here representing—I am the man- 
ager of the Aetna Life Insurance group department—the Detroit 
Underwriters Association, being a director. 
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The Detroit Underwriters Association has approximately 1,100 
members of agents, managers and general agents, and most of our 
members sell health as well as life coverages. The International As- 
sociation of Health and National Underwriters has always agreed 
that this statement that we are about to make represents their stand. 

Senator McNamara. Is it a lengthy statement? Do you want to 
put it in the record ? 

Mr. Barry. Yes, we would like it in the record. I am going to try 
to just skip through it. We want to make it completely clear that 
we are fully as concerned as your committee with the problems of pro- 
viding help for the aged as well as for all other persons in our com- 
munity. 

It is our belief that the Forand bill has served a very desirable pur- 

ose, that of focussing the attention of the public and the insurance 
industry on the problems of health and care to the aging. 

We commend you and your committee for the highest efforts to 
obtain information as to the various problems and needs of this seg- 
ment of our people. While we concur with the need to provide ade- 
quate health care ofthe aging, we strongly oppose the methods of 
providing it as proposed by the Forand bill. 

Our objections to the Forand bill approach to this problem are 
based on principle. We feel it is a mistaken notion that the health 
care and needs can be dissociated from other needs. Problems of the 
aged are extremely complex including economic problems of food, 
clothing, rent, recreation, and health care problems such as retirement 
and the proper use of your time. 

The very basis of our free society is based upon the freedom of 
choice in all of these areas. The question then is why should Federal 
legislation dictate the kind and amount of health care available to 
this group. It would seem just as reasonable to provide the same 
strict regulations to the other economic and social areas such as food, 
clothing, and rent. This is our general objection. More specific ob- 
jections are as follows: 

There is a definite portion of our aging population who unquestion- 
ably cannot provide their own health care and must depend on public 
assistance of one kind or another. It has been estimated that approxi- 
mately 18 percent of the aged are public welfare recipients under Fed- 
eral old-age assistance. We would not for 1 minute contend that these 
<6 am should not be provided with — assistance on a need basis. 

owever to provide unnecessary Federal health care for all aging be- 
cause of this recognized problem area is unjustified. 

It has been estimated by Mr. FE. F. Faulkner of the Health Insur- 
ance Association of America that at the end of 1957 over 50 percent of 
the aged who need and want health insurance have it on a voluntary 
basis. It was interesting to hear the figures given just a few moments 
ago by Mr. McNary as far as Michigan is concerned. 

Apparently the same percentages pertain. We did not have those— 
about 50 percent of the people over 65 in Michigan. 

It is our contention that the voluntary health industry can provide 
the bulk of the job of meeting the urgent needs of health care among 
our aging. And when we refer to the voluntary health field we mean 
organizations like Blue Cross. If this can be accomplished it will be 


a tremendous tax saving and will maintain the cardinal principle of 
freedom of choice. 
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The insurance field is alert to the needs and desires of many of these 
people for voluntary health insurance; both to extend their operations 
and to provide services insurers have done some of the following 
things: 

The continuation of older active employees on groups, the continu- 
ation of group insurance for retired people, the continuation of cover- 
age originally provided by group insurance through conversion, prac- 
tically all group services can a now converted, new insurance of 
group insurance at advanced ages, continuation into the late years of 
age of health insurance purchased during productive years, issuance 
of insurance that becomes paid up at 65. 

In conclusion, it is now believed that the voluntary health industry 
has adequate capacity to handle the medical care of the aged. The cost 
to the medical needs of the taxpayer would be substantially less. The 
alternative method proposed by the Forand bill would impose heavy 
taxes on many Americans, on many who do not need or want them 
but who have failed to help a large segment of our population who 
have demonstrated need. 

Thank you. 

Senator McNamara. Thank you very much. We are glad to have 
this statement for our record. 

(The prepared statement of Mr. Batey follows :) 


PREPARED STATEMENT OF Davip M. Batey, DetTroir LIFE UNDERWRITERS 
ASSOCIATION 


My name is David M. Batey, manager of the group department of the Aetna 
Life Insurance Co. I am appearing before your committee today in my capacity 
as a director of the Detroit Life Underwriters Association. Our association 
represents approximately 1,100 life insurance agents, general agents, and man- 
agers. The majority of our members sell both health insurance and life 
insurance. 

We wish to make it completely clear that we are fully as concerned as your 
committee with the problems of providing health care for the aged—as well 
as for all other persons in our community. It is our belief that the Forand bill 
has served a very desirable purpose—that of focusing the attention of the 
public and the insurance industry on the problem of health care for the aging. 
We commend you and your committee for your honest efforts to obtain in- 
formation as to the various problems and needs of this segment of our people. 

While we concur with the need to provide adequate health care for our aging— 
we strongly oppose the methods of providing this care by the Federal Govern- 
ment as proposed by the Forand bill, H.R. 4700. 

Our objections to the Forand bill approach to this problem are based on 
principle. We feel that it is a mistaken notion that health care needs can be 
disassociated from other needs. Problems of the aged are extremely com- 
plex, including besides economic problems of food, clothing, rent, recreation, 
and health care, such problems as adjustment to retirement and suitable oc- 
cupation for time and talent. The very basis of our free society is built upon 
a freedom of choice in all of these areas. The question then is—why should 
Federal legislation dictate the kind and amount of health care available to 
this group? It would seem just as reasonable to provide the same strict legal 
regulations to the other economic and social areas—such as food, clothing, ete. 

This is our general objection. More specific objections are as follows: 

There is a definite portion of our aging population who unquestionably can- 
not provide for their own health care and must depend on public assistance 
of one kind or another. It has been estimated that some 18 percent of the 
aged are public welfare recipients under federally aided public assistance pro- 
grams and are eligible to receive health care. We would, for not 1 minute, con- 
tend that these people and any others should not be provided with public assist- 
ance on a “need” basis. 

However, to provide unnecessary Federal health care to all aging because 
of this recognized problem area is unjustified. It has been estimated by Mr. 
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E. F. Faulkner of the Health Insurance Association of America that at the 
end of 1957 over 50 percent of the aged who need and want health insurance 
have it on a voluntary basis. Only 75 percent of those under age 65 had such 
coverage as of the same date. 

The voluntary health field has been one of rapid growth in recent years. 
In 1947, only 30 percent of our entire population had some form of voluntary 
health insurance while a decade later this had jumped to an estimated 70 
percent. 

It is evident that this growth of coverage among persons under 65 will have 
a direct relationship on the increase in the number of aged who will be in- 
sured in the future. It is estimated that by the end of 1960, 65 percent of the 
aged needing and wanting protection will be insured, and by the end of 1965, 
80 percent. 

It is our contention that the voluntary health insurance industry can pro- 
vide the bulk of the job of meeting the urgent needs for health care among 
our aging. If this can be accomplished it will be at a tremendous tax savings 
to our taxpayers and will maintain, to the degree of its success, the cardinal 
principle of freedom of choice so cherished by all of us. 

As previously stated, the Forand bill and your committee have served well 
to spur our industry to accomplishments in the field of providing benefits to 
the aged that otherwise might have taken years to accomplish. We have not 
completed the job. We are making giant strides. To quote Mr. H. S. Beers, 
president of the Aetna Life Insurance Co. : 

“The only unhealthy aspect of the situation is the tendency of some people 
to see in progress only signs of incompletion. Those who think that if a thing 
is good, it should be provided now to everyone, do not understand the basic 
truth that human progress must needs be unending”. 

You may properly ask—What is the insurance industry doing in this field? 

Insurers are alert to the need and desire of many aged people for voluntary 
health insurance. Both to expand their operations and to provide an important 
service, insurers have developed and are aggressively promoting a wide variety 
of ways to insure older people. Among these are the following: 

(a) Continuation of insurance on older active workers under group plans. 
This coverage is generally available. 

(0) Continuation of group insurance on retired workers and their de 
pendents. 

(c) Continuation of coverage originally provided by group insurance 
through conversion of that insurance to an individual form by the retiring 
employee. The majority of group insurers offer the conversion privilege. 

(d@) New issuance of group insurance at advanced ages. Many insurers 
have written coverage on groups of persons already retired. These include 
associations of retired people. 

(e) Continuation into the later years of individual health insurance pur- 
chased in the productive years. More than 175 insurance companies offer 
such contracts and of them 110 insurers renew such coverage for the life- 
time of the policyholder. 

(f) New issuance of individually purchased policies at advanced ages. 
More than 1,200 insurers issue policies to persons aged 65 and over with 
the upper age limit of issue varying from 70 to no upper age limit. 

(g) Issuance of insurance that becomes paid up at age 65. A number of 
larger insurers recognizing the desirability to some of individually pur- 
chased policies that become paid up at retirement, now offer this contract. 

We have already made reference to the excessive cost of providing by the 
Federal Government hospital, nursing home, and surgical care for all individuals 
receiving or eligible to receive retirement or survivor benefits whether there is 
a financial need or not. This cost of course would have to be borne by the 
already overburdened taxpayer. Let us take a look at an estimate of this cost. 
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It is estimated that even at the inception of the Forand program approxi- 
mately 16 million people would be eligible to participate. Actuarial estimates of 
the cost were presented to the House Ways and Means Committee by Mr. E. F. 
Faulkner on July 16, 1959, indicating that costs under H.R. 4700 in 1960 would 
have ranged from $2,074 million to $2,387 million. By 1980 it was estimated 
costs would range from $5,981 million to $7,660 million. These costs can be 
expressed as a level of premium of from 2.32 percent to 2.97 percent of taxable 
payroll. These costs are much higher than could be supported by the one-fourth 
of 1 percent of taxable payroll proposed as a tax to be imposed on both em- 
ployer and employee or the three-eighths of 1 percent proposed by the bill as 
a tax on the self-employed. 

The estimated savings to local and State welfare departments would not 
develop because a large portion of the present aged receiving public health 
services would not be eligible because they are not beneficiaries under OASDI. 

In conclusion it is our belief that the present public aid programs together 
with the voluntary health industry has adequate capacity of handle the needs 
for health care of the aged. The cost to the American people, the taxpayers, 
would be substantially less. 

The alternative of providing health care as proposed by the Forand bill would 
impose heavy additional taxes on millions of Americans to provide benefits 
for many who do not need or want them, but would fail to help a large segment 
of our aged who have demonstrated need. 


Senator McNamara. Go right ahead, sir. 

Mr. Danrtrets. Honorable Senator, Mr. McNamara, ladies and 
gentlemen, listening to all those speeches we come to one conclusion: 
to the almighty dollar. There is the trick. You have the dollar, 
you can beat even the drug racket which is existing now and under 
investigation. If you have not got the dollar you have to die. Such 
a conclusion came to even our President, Mr. Eisenhower. 

I will remind you on two occasions during his inaugural speeches 
he said that the old age people have not got the money to get the bene- 
fits of modern medicine. I don’t need any interpretation from Khru- 
shchev to realize that he didn’t mean social, and he didn’t mean by 
that regimentation. But I want to make it clear to the honorable 
faculty of medicine that just as they don’t like any regimentation, 
even from our own Government which is looking just for the welfare 
of the people, so we people, 160 million strong, don’t like the regi- 
mentation of the medical association. 

I thank you. 

Senator McNamara. Thank you, sir. 

While the lady is coming up we have a telegram from Senator Ken- 
nedy expressing his regret that he could not be at the hearings today. 
The telegram reads as follows: 


Senator PAt MCNAMARA, 
McGregor Auditorium, Wayne State University, 
Detroit, Mich. 
DEAR SENATOR MCNAMARA: I should again like to commend you and the com- 
mittee staff for the fine work being done in these hearings. 
Please accept my apologies for not being in attendance. 
Senator Joun F. KENNEDY 
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Mrs. Herson. Mr. Chairman, my name is Mrs. Walter Herbon, 
and I am 70 years old, and I live in Herman Gardens and I am proud 
to live there. 

There are 175,000 men and women of a higher age living in Wayne 
County today. Thousands of these aged people are living out their 
lives at an unfair subsidized level. Not only do they have less than 
enough to live and less than enough of many other items of life neces- 
sities but the continual menace and threat of illness, without the 
means to pay for medical care and this overshadows their existence. 

Individually, medical services for needy aged people is an impos- 
sibility. The expense, the high cost of surgery, however necessary, 
is prohibitive. Hospitals are not for people with empty pocketbooks. 
Recovery, for many types of illness, is seldom complete unless fol- 
lowed by a period ‘of continuing supervisory and convalescent care. 

So far society has given little if any attention to the urgent need of 
its improvement and aid in this important sector of humanity’s 
welfare. 

Blue Cross premiums are payable in something too few people 
possess, namely cash. The facts are that less than 40 percent of the 
retired people have or can afford any kind of health insurance. 

Let me add that we retired people are a little disappointed that 
those whe reported our views at the morning session did not. reflect 
the strong and positive position taken in the decision groups on 
Wednesday concerning the Forand bill. I asked Charlie O’Dell who 
was cochairman of this forum what had happened to our recommen- 
dation. He told me that he had read the recorder’s statement and that 
practically everyone had taken a very positive stand in favor of the 
Forand bill. In fact, many groups voted formally and positively 
unanimously for the bill. 


I think this expresses our views and that should be part of the official 
record of this hearing. 

I would like to say further that T have sat here 3 days and T have 
listened to doctors, Blue Cross, Red Cross, I listened to a doctor a 
while ago and he said that anybody can get medical care. I would 
like to see that. doctor and have him tell me. When I call a doctor 
from Herman Gardens let me tell you something, he comes out to my 
house and I pay him $10 and he doesn’t come unless I do. 

I call a medical association and they tell me, “If you have $10 
we will send a doctor and if you don’t I won't.” IT don’t care what 
those doctors say, I don’t care what Blue Cross says or Red Cross or 
anybody else. You have to have the almighty dollar to pay, that 

Blue Cross and when a woman only draws $70 a month where is she 
going to get the money to pay. T would like to have the Blue Cross 
or Red Cross explain to me. They tell us you can get it but where? 

T went to Washington on that on July 16. Up until then the Blue 
Cross did nothing. “The city physicians did nothing. The hospitals 
did nothing. Only Receiving Hospital for the poor people and now 
they come up with every conceivable thing to try to beat this Forand 
bill. I draw social security. I worked and earned it. I don’t want 
poverty. I draw a hundred and twenty dollars a month for me and 
my husband. Seventy of that is social Security. Fifty-nine of it is 
old-age pension. Now that is the way I exist and I worked and my 
husband was born here in the city of Detroit and I was born in Michi- 
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gan, not very far away. And I think we old people have built this 
country to what it is today. I had seven children in World War II. 
I think we are entitled to something better than what we are getting. 

Senator McNamara. Thank you very much. You can be sure that 
your remarks are part of the record as you requested and no matter 
whether it was recorded from the panels or not it is now on the record 
because you put it there. 

Mrs. Herson. Thank you very much. 

Senator McNamara. Go right ahead, sir. 

Mr. Westsery. Mr. Chairman, my name is Gus Westbery. I am 
69 years old. My social security is not enough. Besides $46 for 3 
months Blue Cross is what I have to pay. And 15 or 18 years ago I 
paid a dollar a week. When I left New York State after I retired I 
paid $5 a month, and when I came to Detroit the first year or so I paid 
$22 every 3 months. Then it went up and up and up and finally 
went to $46. 

And then this year it went to $44 and now next year it is $41 only. 
My idea is that social security should be increased for any couple to 
receive less than $150 should have a 25 percent increase. That is 
about all I have tosay. 

Thank you. 

Senator McNamara. Thank you very much. 

Go right ahead, sir. 

Mr. Frrzceratp. I am John Fitzpatrick. I am secretary of the 
UAW Retired Workers Steering Committee of Metropolitan Detroit. 

Senator McNamara. I heard you on the radio last night. 

Mr. Firzparrick. Thank you. 

T have three main topics: Surplus food, health, social security. 

Then if there is time and you have patience I have a pertinent and 
current case history. 

Mr. Chairman, I appreciate the opportunity you are affording me 
to make some pertinent observations before these important hearings 
on the problems of the aged. I am aged myself and have been retired 
nearly 4 years. 

My interest in retirement, its problems and possibilities, date back 
to the time when the Ford Motor Co. and the UAW signed the auto 
industry first pension fund, September 1949. 

For several years preceding that time and for several subsequent 
years I was a union representative. Numerous among my constitu- 
ents were workers 65 years or over and since retiring myself I have 
kept in close touch with large numbers of my fellow retirees. 

Out of many conversations through many years there is one ques- 
tion that emerges more frequently and is advanced more seriously 
than any other. 

It is this: How will my wife or I or both of us finance a long, 
serious, and costly illness in retirement on retirement income? I 
can say in all honesty, Mr. Chairman, that I have never been able 
to give a reassuring answer to that question. 

IT am sure that in the area of the health problems of the aged the 
latest pertinent statistics are within your easy reach. Therefore, I 
will limit myself to a mere indication of the problem’s dimensions. 

As you know, there are 15,500,000 men and women 65 years and 
over living in America today. Their number is increasing by more 
than 900 every day. In 1958, three-fifths of these aged people had less 
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than $1,000 a year in money income. Since the years 1947 and 1949, 
medical care has risen 49 percent. In the same period hospital room 
charges have risen 105 percent. 

Hospital records show that the number of days of hospital care 
used by persons 65 and over are more than twice the number of days 
used by persons under 65. Health insurance premiums are payable 
in something too few aged people possess, namely cash. 

Senator McNamara. Are we going to be able to have your state- 
ment for the record? Have you got much more to read? 

Mr. Frrzparrick. I would like about 2 or 3 minutes more, if you 
please. 

Senator McNamara. There are several other people and we want to 
conclude this portion by 4:30 because we have a very important panel 


to go on afterwards, so we will ask you to conclude as rapidly as you 
can. 


Mr. Firzparrick. I will do that. 

The most optimistic study shows that less than 40 percent of re- 
tired people have or can afford any kind of health insurance. These 
disturbing realities can neither be denied or ignored. Many solutions 
currently being advanced or remedies for these vital problems would 
either sweep the health needs of the aged under the rug and then 
forget them or else provide only what old people can pay for. Such 
treatment would in reality be abandonment of the aged and force 
them to beg for public charity or have them lean upon and strain 
the resources of their children. 

No solution is acceptable which would force aged people to accept 
charity, to sell their homes or to seriously threaten the economic wel- 
fare of their children. These are depressing facts, Mr. Chairman, 
but fortunately and at long last a reasonable and real solution has 
been advanced. The Forand bill H.R. 4700 has among its provisions a 
proposal that would amend the Social Security Act so as to pro- 
vide insurance against the cost of hospital, nursing home, and surgi- 
cal services for aged beneficiaries. 

A recommendation from this subcommittee that the Forand bill 
itself be amended to include all women age 62 and over and all men 
over 65 would, I respectfully submit, be logical and worthwhile and 
completely in harmony with the mandates of the committee and to 
meet the objections of the distinguished doctors who testified today 
on the ground that the Forand bill does not cover basic medical care 
outside of hospitals, I would suggest that the committee recommend a 
broadened bill that would include provision for basic medical care 
benefits. 

Mr. Chairman, I have read and reread a copy of the address you 
delivered at the opening of these hearings. Of particular interest was 
your 10-point declaration of rights. 

In point No. 1 your views on adequate income are timely, realistic, 
and understanding. I would like to add to your views a few of my 
own, also a suggestion or two. 

Senator McNamara. Will you do it quickly, sir. You have far ex- 
ceeded your time. 

Mr. Frrzparrick. As you know, as of March 1959 the average social 
security benefit paid to retired wage earners nationally was $71.62. 
In the same month, March 1959, the average benefit received by 
widows nationally was only $55 and $88. Also in March 1959 the 
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average aged couple received less than $115 a month. These miser- 
ably low social security pensions tell the real story and the cost of 
the medical, housing, and other difficulties that keep life a veritable 
nightmare for millions of American senior citizens. 

Improvements are overdue. I would suggest that no retired wage 
earner be paid less than $100 a month. 1 would suggest that the 
widow’s situation be improved by paying her the full amount of her 
dead husband’s benefit. I would also suggest and it is appropriate 
at this time that the eligibility age for women applying for old-age 
assistance be changed downward from age 65 to age 62. 

If L have exceeded your patience, I am sorry. 

Senator McNamara. You have not exceeded my patience. I am 
very patient. But there are other people who have less time than they 
would have had coming otherwise. 

Let us try to stay within the 3-minute rule hereafter. 

Thank you very much. 

Who is next? Go right ahead, sir. 

Mr. Hysuxa. Senator McNamara and members of the staff, my 
name is Nicholas Hyshka. I am 70 years old. I was serving for 10 
years as a chairman of community service. The service was pur- 
posely organized to serve for the members. 

I want to place in your hand the following recommendation. Prob- 
ably this recommendation, if considered, would eliminate the strain 
that the people go through that cause not only the economic setup 
but health problems as well. 

First, I would like to recommend that the committee should try 
to amend the Social Security Act to free social security rights for the 
period of unemployment. 

Second, I would like to lower the age from 50 to 40. In my local 
and different locals and in my community many young people got 
disabled not reaching 40, not reaching 50, and they are at the mercy 
of the community and of the family. 

Third, I would like to subsidize the old-age assistance to reach the 
amount of $115. 

Fourth, I would like to see that your committee would organize 
the educational, the golden age educational program provided in each 
State and this program would vitalize and supply the mental and 
spiritual food for the old aged. 

Thank you. 

Senator McNamara. Thank you very much, sir. 

Go right ahead, sir. 

Mr. Liaxis. Senator McNamara and ladies and gentlemen, my 
name is George Liakis. I have been about 45 years in Detroit. I am 
a tool and diemaker by trade. I understand in 1936 the Govern- 
ment that time made a social security for the old people, for the work- 
ing class people, rather. 

ow I don’t understand why the Government if they want the help, 
the people really need help, why the Government put lawyers, small 
business men, doctors, judges in the social security. How many 
working people make under $4,800 a year ? 

This last 3 or 4 years they only work about 3 to 4 months a year 
the people. Some strike. Some depression. Some this or that. 
They don’t make enough money to get social security. Most of the 
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people get $50 or $60 or $70 a month who paid $22 for the social se- 
curity. 

Why can a judge come in and get $116 or $120 a month who never 
paid anything? Now if the Government really wants to help the 
people who need help my suggestion is this: To make the social security 
check for every man or man and woman equal, $120 or $150 a month. 
Just the same as the plan Townsend said about in 1955, give the old 
man and the old woman $200 and tell them to spend it. To put the 
money in circulation and the depression will go over. 

Now if the people are out of work, the old people don’t look much 
for work on account they are old, they can’t give them any work. The 
best way people over 65 to be out of work and give a chance to the 
younger. people to get a job, but how can they live on $50 or $60? 

That is my problem and I hope they make the check for everybody 
equal. The poor fellow who needs more they don’t pay it. 

Senator McNamara. Thank you very much, sir. We are very 
happy to have your statement. 

If you have some prepared material we would be glad to make it 
part of the record if you want to summarize it. 

Go right ahead, sir. 

Mr. lciaminden. My name is Ernest Grimshaw and I am 70 years 
old. I remember when our last increase in our social security came 
through. With the increase of the social security and my pension, 
and so forth, along with paying it, Blue Cross increased theirs and we 
got less on our social security and pension as we had before we got 
our increase in our social security. 

A great many people are in the same condition, probably $5 or 
$10 a month, maybe more than that. I think whether it is just co- 
incidence it happened to come in that way or not, I don’t know. It 
was pretty well arranged. 

Another thing, I find out this, Mr. Chairman, when you are in the 
hospital and the Blue Cross is covering your expenses, such as medi- 
cine, and so forth, you are all right until you are discharged. You 
come back as an outpatient and when you come back a doctor pre- 
scribes new medicine for you, sometimes it runs $10 or $15 and be- 
fore long he will say, “We have got to change that medicine.” You 
have got half of the medicine left in the bottle and you are throwing 
$7.50 away. 

I think some consideration should be given to the retired man that 
this medicine should be given to him after his discharge at reduced 
rates. I think that is cne thing we ought to consider. 

Another thing I think probably on this subject would be how to 
increase our senior citizen’s activity. We entertain, it is true. We 
like to entertain, but we ought to do more than entertain. 

I am president of the Covenant Baptist Church Senior Citizens 
Guild. During the year we call for our friends who have old toys, 
old bicycles, tricycles, and so forth, that need repairing; we have them 
bring them to our home. These are reconditioned, repainted, and 
made almost as good as new, and these toys and things are distributed 
during Christmastime to the poor. This not only helps the men keep 
busy during the year but at the same time it is something that will 
keep them happy and some project that they probably are not think- 
ing about now. So other organizations that are just entertaining, if 
they do something like that I think they will get more out of it. 
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Senator McNamara. Thank you very much, sir. 

Mr. McDonaup. My name is Frank McDonald, 76 years old. I 
want more money, a bigger payment on our social security. I think 
we all need it. We have to do without too many things and there is 
too much unease. And there are too many times you have to think 
about dropping back from where you ought to be. Besides it is good 
economic sense. 

Suppose that 15 million of us were paid twice as much as we are 
getting. We would spend twice as much money as we do. The 
shelves would be cleaned off. We would buy another piece of steak, 
and the guy on the farm would sell another bull, and the guy who 
used to make another pair of shoes would have a better paycheck. 
It is simple economics. We need more money along with the other 
things that have been brought forth here at the meeting. 

I think that is fine. I think the Senator is doing a fine job. I am 
proud of the thing you have started and are doing. 

Now one more thing. If the Senator would write me a letter telling 
me he would accept petitions if it would help him on any bill I will 
go to work, because I have done quite a bit of that before. 

I thank you. 

Senator McNamara. Thank you very much, sir. We are very glad 
to have your thinking. 

Do you have some prepared material you want to submit for the 
record, sir? 

Mr. Kiute. Yes; that is right. I am very happy to be here. 

I am W. D. Kimble.t. One thing I would like to request. When 
could we possibly get a Senate investigating committee coming into 
the State of Ohio to investigate our welfare conditions, our aid for 
aged in Ohio? We have got conditions there that I believe would 
be very beneficial to everybody concerned and right on down the line 
there. 

Now, I have heard doctors testify on this and this and the other. 
What about a case of the local cases; take the Williams case, 4 days 
with a broken hip, in the hospital 4 days with a broken hip or broken 
wrist. The doctor says you are ready to go home. There is a case 
dying of cancer. The doctor said 3 weeks before, “Get her out of 
here. We need that for somebody 21.” 

Life at 21 is just as sweet at 75. I called upon this campaign man- 
ager and we had an awful round about keeping this patient there. 
A colored man by the name of Fred Ragland died without any med- 
ical attention whatsoever. Government notified and also telegrams 
were sent but nothing was done about it. What do you think about 
a lady there that was put in a mental institution? Her family wasn’t 
notified by five doctors. What kind of a country are we living in? 
Where is this money going? We are not asking for an awful lot of 
money. No; it is there. If you will plug up this welfare part. I 
think you will go along with that too. 

So consequently when you take a person weighing 80 pounds or 
weighing 60 pounds unable to turn her head or move her head, 
family not notified, two deputy sheriffs come out with a warrant of 
detention signed by a hospital administrator and five doctors, then 
what? It is pretty rough and you are getting a little gray in your 


hair andsoam I. We have all got to face that. 


1 See revised statement of Mr. W. D. Kimble on p. 2379. 
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As the old saying goes, I believe you remember, “Once a man twice 
a child,” so we are all going to say that—I mean, Senator McNamara, 
we are all going to see this second childhood these days. 

How much money have we spent on schooling, 17 to 18 we spent 
millions of dollars, billions, I believe in good schools. How much do 
we spend from 65 to 85? What about a statement, Dr. Charles R. 
Wilcox, medical director of the Aging and Welfare Department, 
Columbus, Ohio, made in the presence of many witnesses, Governor 
DiSalle knew about it and it was in a lawsuit. He was notified on 
May 20 in a formal affidavit, our nursing homes are deplorable. The 
patients lying there in feces, patients with a mess of sores but still 
it is better for them to die there than in a noisy hospital. What do 
you think about a statement like that. 

The Governor won’t act. That is the way my mother for one was 
brought into a hospital. You heard about the battleground in Ohio 
and it raged down there too and it is only going one way, Senator, 
just to the count of 10. 

I was a State employee. I lived two or three doors from this doc- 
tor. What about River View Manor down there. We will ride along 
up with a Republican newspaper with an exclusive after the Governor 
said there is nothing to it. 

Tell me why they only audited, all this business was going on for 4 
years, why did we only audit the last year? If we feel the last years 
are no good why let it go another 3 years? I think you will go along 
with that—$16,000 more there. 

What do you thing about an osteopath and a rest home operator, 
calls the concern, called it F. & R. Drug Co. That even ath, but I 
think you will agree with that, billing as excessive as could be. The 
Government knows all about that. He won’t act. 

I have turned over all this evidence to the Governor and here is a 
letter stating September 21 in reply to your telegram, so September 
21, I wish to state that Governor DiSalle has received these, among 
other things you asked, and I didn’t request very much from him, 
with the return of other documents that you loaned the State investi- 
gators several weeks ago. I loaned the State investigator. They are 
my property, criminal evidence, photostats, and everything else. 
Then he says as I told you last week these documents are being held 
by the Government since you brought the $10 million lawsuit against 
the welfare department and the Government. 

The lawsuit was brought October 7. Why has not the Govern- 
ment returned those documents? So that is just the way things are go- 
ing, Senator, right down every place. You talk about it rigged the 
very shows. Gracious alive, they didn’t hurt anybody. Somebody 
just had a lot of money and wanted to give it all away. This hurts 
you and you and everybody. 

Just the same way here that you—I will venture to say what these 
State employees have done I will go into a Federal institution of the 
State of Ohio, the State of Michigan, and Ohio. Pull 8 or I will 
pull 10 files and out of the 10 files I won’t find over 2 that has done 
more harm than what these people have done. 

Now there is no harm for this boy for me to rob him. There is a 
50-50 chance. But I can look around and see this lady here I think she 
hasn’t got any chance and that is what is going on. What do you 
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think of deeds such as that? When the State of Ohio wound up with 
$780 and the manager wound up with $4,000, now that is where you 
go. Where is your accounting on your school system, on your com- 
modities ¢ 

Tell me why Jim Ross audited those. He knew about this, the State 
auditor. After all, this didn’t start just in Mike DiSalle’s campaign, 
this started back in Bill O’Neill’s campaign. That goes back to Mr. 
Lausche. So if we ever needed one investigation, Senator, we cer- 
tainly needed it in the State of Ohio. Not just build it up, turn it 
over. Take it over just like Adolf Hitler and do it the quick way 
because there is one sure thing when the Governor of the State of 
Ohio will stand up and keep a doctor under those conditions and not 
discharge him I don’t know what to think this country is coming to, 
and we are all going to get old, Senator. 

Senator McNamara. Thank you very much. 

Mr. Kime. That was worth 540 miles, coming from Ohio. I ap- 
preciate it very much, and I would like to ask for an investigation in 
the State of Ohio. 

I would like to mention that these 88 counties in the State, these 
offices just like that, haven’t been audited since 1942. How much 
money are we going to bring in there? Mike DiSalle says we better 
throw the money up here in Michigan. You boys are broke up here. 
We will just help you out if you will bring an investigation down 
there. How much pressure does a man have to take when he has to 
stand up for something right? 

Senator McNamara. Thank you. 

We have statements from the Chrysler Corp., the Ford Motor Co., 
and the General Motors Corp., that they were unable to present in 
person and several other statements that we will make part of the 
record at this point. The staff will see that the recorder gets copies of 
all these statements including the ones from the panel members this 
afternoon that weren’t completely read into the record. 

(The statements referred to above follow :) 


PREPARED STATEMENT OF CHRYSLER CORP. 


At the request of the Subcommittee on Problems of the Aged and Aging of the 
U.S. Senate, Chrysler Corp. is submitting this statement describing the retire- 
ment benefits available to approximately 85,000 represented employees. It is 
our intention to describe the pension, hospital-surgical-medical coverage, and life 
insurance benefits available to most of our retired employees and to indicate 
briefly some experience with these benefits. Although we have other retirement 
benefits for other employees, we will describe those benefits that are applicable 
to the largest group of employees of the corporation. We believe by concentrat- 
ing our remarks in this way that we can be of most help. 

In 1950 the corporation and the international union, UAW, negotiated a pen- 
sion plan for employees represented by the UAW. Similar plans are in effect 
for employees represented by other unions. The original plan was amended 
in 1951, 1953, 1955, and 1958 and now provides benefits to eligible employees 
under five different types of pensions: Normal retirement, permanent and total 
disability retirement, deferred pensions, early retirement at the employee’s 
option, and early retirement at the option of the corporation or under mutually 
satisfactory conditions. The types of pensions, eligibility requirements, and 
benefit formulas are summarized in table I. 

The pension plan is financed solely by the corporation. By June 30, 1959, 
the corporation had contributed nearly $140 million to the funds covering most 
represented employees and paid out nearly $20 million in pension benefits. Since 
the plan began operating, 10,992 employees have retired. Benefits are in addition 
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to social security payments for male retirees at age 65 and female retirees at 
age 62 or when a retiree is disabled after 50 years of age, providing the retiree 
meets the other eligibility requirements for social security benefits. The Chrys- 
ler pension is not affected if employees receive other earnings after retirement. 

As an employee approaches his retirement date, he is instructed to apply for 
pension benefits at his employment office at least 6 weeks prior to his expected 
retirement date. The provisions concerning hospital-surgical-medical coverage 
for retired employees are explained to him in person at this time. 

Retired employees are eligible for the same hospitalization-surgical-medical 
benefits provided active represented employees at group rates. Today more than 
80 percent of the eligible retired employees continue their participation. Al- 
though they pay for the cost of this benefit they receive greater benefits at less 
cost to them than other plans available to them would provide. 

If employees retire under the pension plan described above, their life insurance 
will be continued in the amount shown in the following schedule: 


Amount of 
continuing 
_, life 
Years of credited service under pension plan at retirement: insurance 
eS RCM ONE) MUA ena obi eciam eat es iaeabie $1, 000 
20 vemos WG. Oks Tha ES "ORIG so -8 cee eee eS TH 
20 pearea.trat: Jems than SO Vosrs nc ens tl ee 500 


The cost of this benefit is paid by Chrysler. On October 31, 1959, there were 
8,486 retirees covered by continuing life insurance with a volume of nearly $7 
million. 

Attached to this statement is a booklet entitled “Highlights of your Pension 
Plan.” It describes the plan negotiated between Chrysler and the International 
Union, UAW, by answering questions frequently asked by employees. 

In addition to the benefits described above, retired employees are eligible to 
participate in recreation programs that are open to all employees. They are 
invited to Family Day showings when new models are previewed for Chrysler 
employees. And they are kept informed of activities at Chrysler by receiving 
copies of the Chrysler News, a publication distributed to all employees. Thus, 
many retired employees living in the Detroit area especially are able to maintain 
an informal association with their Chrysler friends. 

We hope that this information is of value to the subcommittee in its efforts to 
examine the problems of the aged and aging. 


TasLe I.—Chrysler Corp. types of pensions 





Type Requirements | Benefit formula ! 





1. Normal retirement-.-_.--- | Age 65; 10 or more years’ credited $2.40 to $2.50 per month per year of 
| service. credited service. ; 

Age 68; 10 or more years’ credited | Same as above. 

| service. 

9. Permanent and total dis- | 15 or more years’ credited service; 
ability retirement. | totally disabled for 6 consecutive 

months; and be permanently and 

totally disabled. 


Automatic retirement 





$4.80 to $5 per month per year of 
credited service; then at age 65 for 
men or 62 for women, or when eli- 
gible for social security benefits, re- 
duced to $2.40 to $2.50. 


3. Deferred pension 2___..--- | Age 65; terminated on or after Sept. | $2.40 to $2.50 per month per year of 
1, 1958, over 40 years of age with 10 credited service after Jan. 1, of year 
or more years’ credited service. age 30. c 


4. Early retirement at the 
employee’s option: 


A. Immediate pay- | Age 60 to 65 at retirement date; 10 


$2.40 to $2.50 per month per year of 


ment. years’ or more credited service. credited service reduced by 5§ of 
| 1 percent for each month retired 
| before age 65. 

B. Deferred payment-|----- do. 


Ksciccenasansennsancesseees $2.40 to $2.50 per month per year of 
credited service; no reduction but 

j payments deferred until age 65. 

5. Early retirement at cor- | Age 60 to 65; 10 years’ or more cred- | $4.80 to $5 per month per year of 


poration option or un- ited service, credited service; then, at age 65 for 
der mutually satisfac- men or 62 for women or when 
tory condition. eligible for social security benefits 

reduced to $2.40 to $2.50. i 








snitch accel els ahha Ts acta h ile se Be athe pe 8 Ion ras 
1 For service prior to Sept. 1, 1958, the $2.40 and $4.80 rates are applied, and after Sept. 1, 1958, the $2.50 
and $5 rates are applied. . = 
2 The deferred pension for those terminated between Sept. 1, 1955, and Sept. 1, 1958, over 40 years of age 
with 10 years’ credited service after Jan. 1, of the year in which they reach their 30th birthday is $2.25 per 
month per year of credited service after Jan. 1, of the year in which they were age 30. F 
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PREPARED STATEMENT OF Forp Moror Co. 


This statement is filed at the request of the subcommittee. It covers ele- 
ments of the Ford Motor Co. retirement program which may be of interest to 
the subcommittee. The following discussion is based on the operation of the 

Ford-Uaw retirement plan which covers a majority of our employees in the 
United States.* 

The U.S. Department of Health, Education, and Welfare estimates that an 
elderly couple requires $2,300 a year to live in an urban center in modest fashion. 

Most Ford employees who retire today after age 65 have an annual income in 
excess of this amount, assuming the employee and his wife qualify for maxi- 
mum benefits under the OASI (social security) program. The following table 
presents retirement income data for short, average and long service employees 
based on these assumptions : 

Normal retirement 





| 


Social security 

















Ford monthly benefit Total | Annual 
Years of service monthly ____ | monthly | income 
benefit | benefit 
Self | Wife 
TD CS ini ine bin 5 ckenicndin inne $24 $119 $59 $202 $2, 424 
SP CRVETERG) * 0.6 cnc cncccecessssccacscowsscessccecesans 72 119 59 250 3,000 
Oe COUR OOE a cdc cccesnancansebnencccunaaanas hacaaieanee 


120 | 119 59 298 3, 576 





1 Actual average for 1959 is 29.7 years. 

The benefit formula already built into the Ford-UAW retirement plan and 
the social security program will gradually increase the benefit levels applicable 
to future Ford retirees. 


Ford-UAW retirement plan, present provisions 





Type of retirement Eligibility requirements Monthly benefit rate 


Sensations = -iciaeeine anime a tehcinannaaieanll a 


| 
| 
| 
| 


Normal Age 65, automatic at age 68__| $2.40 for each year of service prior to Sept. 1, 1958; 





$2.50 for each year of service after Sept. 1, 1958. 

Early (employee option)_} Age 60, 10 years’ service.....| Normal benefit actuarially reduced. 

Special early (company Sec wncesent .-| $4.80 for each year of service prior to Sept. 1, 1958; 
option or mutually | $5 for each year of service after Sept. 1, 1958; 
satisfactory condi- Normal benefit at age 65, or when eligible for 
tions). social security. 

Disability 15 years’ service under age 65_ 

be es ae. | GS eee eee ..| $2.40 for each year of service prior to Sept. 1, 1958; 
security. $2.50 for each year of service after Sept. 1, 1958. 
IEDR IP ORUIIE Figo 5558 cor aapcnareatenncns $4.80 for each year of service prior to Sept. 1, 1958; 
security. $5 for each year of service after Sept. 1, 1958. 
VO, oi cccncdenttes | Age 40, 10 years’ service---. $2.40 for each year of service prior to Sept. 1, 1958; 
$2.50 for each year of service after Sept. 1, 1958; 
benefits based upon service after age 30. 


Note.—Benefit rates for employees retired prior to Sept. 1, 1958: 
$2.35 for normal and early retirement, and disability retirement when eligible for social security. 
$4.70 for disability retirement when not eligible for social security. 

Vested benefit rate at $2.25 for employees who incurred a break in seniority prior to Sept. 1, 1958. 


DEVELOPMENT OF PLAN 


The Ford—UAW retirement plan was the first pension plan negotiated in the 
automobile industry. It became effective March 1, 1950. Progressive improve- 
ments have been made in the plan since its inception. In general, the changes 
have (1) made eligibility requirements less restrictive, (2) provided additional 
types of retirement alternatives, and (3) increased benefit rates. The extent 





1 Nearly all other employees are covered by another plan which includes noncontributory 
a similar to those of the Ford-UAW plan and in addition contains a contributory 
eature, 
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of these improvements is demonstrated by comparison with the following sum- 
mary of benefits initially provided by the plan: 


Original plan provisions 


| 
Type of retirement | Eligibility requirements Monthly benefit 
peas doen | Age 65, automatic at age 68..| $100 including social security with 30 years’ 
service, proportionate benefit to minimum of 
10 years’ service. 
Early (employee option)_| Age 60, 30 years’ service. --.-.- Normal benefit, less social security, actuarially 
reduced. 


II ins ini eapensntons | Age 55-65, 30 years’ service._| $50. 


FORD-UAW RETIREMENT PLAN—NUMBER OF RETIREES 


Between March 1, 1950, and November 1, 1959, 22,649 employees have retired 
under the Ford-UAW retirement plan: 


Type of retirement: Number 
ON aa cetacean oe 19, 287 
may Ceeree Geen) 2 Se es eee 538 
Or ORI sok 6 Ss ne eae tece alee eee 189 
MOI he ian ed cs eae ai iN i a sl eee 2, 685 

PIN ssa sec cepa atch sik ioc leo ecko aoc PN espe big ee eo aa eee 22, 649 


Of the 22,649 employees who have retired 16,793 are presently receiving 
benefits : 


Type of retirement : Number 
ah ca np enceunene scala ebeenenere bas aks ore age ene 14, 466 
Bay CONNORS COLIN) oon ee enc edeatekenseaeus 
ORPNOE) ORTIR oie oo en ea bai Se Sh ng 186 
a a ah pe 1, 657 

CI scr science ab tes atigno paoesdaareapem eamegaetetetda eae aga ee eee tes 16, 793 


RETIREMENT FLEXIBILITY 


Under the Ford-UAW retirement plan, there is a large degree of flexibility 
as to time of retirement. After 15 years of service, the employee is protected by 
the disability provision. At age 60 and after 10 years of service (1) he may 
elect early retirement with an actuarially reduced benefit, or (2) he may be re- 
tired at the option of the company or under mutually satisfactory conditions with 
higher benefits. At any time after reaching age 65, he may elect normal retire- 
ment, or he may be retired by the company if he is unable to perform his work 
efficiently. At age 68, however, retirement is automatic. 

A substantial and increasing proportion of employees elect to retire prior to 
their automatic retirement age. This trend probably is attributable to increased 
benefit levels and to a changing attitude toward and acceptance of retirement. 
The company believes that the automatic retirement provision has made a con- 
structive contribution to this changing attitude toward retirement. 

Retirement at a fixed age encourages employees to plan for and accept eventual 
retirement. It removes the stigma which, especially from the individual’s point 
of view, may be attached to retirement based on individual capacity. In addi- 
tion, automatic retirement can be administered uniformly and equitably and is 
easily understood by both employees and management. ‘These factors tend to 
establish retirement as a positive goal to be achieved rather than as a negative 
status to be avoided. 

That this feature has general acceptance among our employees and their col- 
lective bargaining representatives is indicated by the fact that the UAW has not 
requested its elimination in recent negotiations. 

The Ford-UAW retirement plan, in the company’s opinion, provides a well- 
balanced program for the orderly retirement of older employees. 
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MEDICAL AND LIFE INSURANCE FOR RETIREES 


The medical and life insurance coverage available to retirees is provided under 
the company’s insurance programs, rather than as a part of the Ford-UAW 
retirement plan. 

Ford medical insurance is provided by local Blue Cross-Blue Shield plans, 
although employees in California may choose the Kaiser Foundation health 
plan (Permanente). Because retirees are included in the same groups with 
active employees, experience rating procedures are not applied to them sep- 
arately. Benefits are the same for both retirees and employees. Retirees pay 
full group subscription rates which can be deducted from their retirement 
benefits. In 1953, when retirees were first offered the opportunity to continue 
their medical insurance coverage, the benefit structure of the Ford-UAW retire- 
ment plan was liberalized. The company believed and pointed out that the 
increase would assist retirees who so desired to continue their medical insur- 
ance, and was a preferable approach to that of having the company pay all or 
part of the insurance cost and leaving pension benefits unchanged. Currently, 
87 percent of Ford-UAW retirees continue their group coverage. 

Life insurance is underwritten by a commercial insurance company. Re- 
tirees who participated in this group insurance program, while actively em- 
ployed, may be eligible for certain benefits without further premium payments. 

Employees who retire at or after age 65 or under the special early retirement 


provision receive continuing group life insurance in accordance with the fol- 
lowing schedule: 


50 On: MORO FORNS: OF TIE cts ern btids eo cee $1, 000 
20 bet Tous tiem: BO yORTe CE WOR TICG se nie che ccntinsccucsnceeaeuuees 750 
10 Dut lees than 20 youre OF GOPWICO. acct tei ence 500 
Less thak 10 yeets: GF SORVING. = ..w coe eee eee 0 


Employees who have not reached age 60 and who retire under the disability 
retirement provisions are eligible to receive the full amount of their life in- 
surance, approximately equal to 1 year’s wages, in 50 equal monthly install- 
ments. These benefits are in addition to retirement benefits. Should death 
occur before the full payout the beneficiary receives the balance of the life 
insurance but not less than $500. Should death occur after the full payout 
the beneficiary receives $500. 


COST CONSIDERATIONS 


The subcommittee undoubtedly is aware of the contributions private retire- 
ment plans make in providing income for many of our older citizens; it must 
also be’ cognizant of the substantial costs involved in such programs. 

The Ford-UAW retirement plan is financed entirely from company contribu- 
tions to a trust held and managed by an independent trustee. 

At December 31, 1958, the accrued cost to the company of benefits under the 
plan (i.e., the present value, actuarially determined, of all benefits based on 
service up to that date) was $453.3 million. Payments by the company to the 
trust fund in 1959 on account of such accrued benefits and those to be based 
on current service for the year are estimated at $28.2 million. 

From March 1, 1950, through December 31, 1959, an estimated $65 million 
will have been paid in benefits to Ford-UAW retirees. 

The company’s costs under the Ford-UAW retirement plan have increased 
substantially since the plan’s inception in 1950. The principal reason has been 
that benefit improvements were applied retroactively to past service years of 
both active employees and retirees. Studies revealed that to continue this prac- 
tice in the future would involve a huge increase in future pension cost as the 
retiree population continues to grow. Approximately 17,000 retirees are now 
receiving benefits under the plan. It has been estimated that the number of 
such persons receiving benefits will eventually level off at 45,000 assuming that 
employment levels remain the same. 

In recognition of this serious situation, the company and the UAW, in the 1958 
bargaining sessions, agreed that future benefit improvements would not be 
applied to individuals already retired. In addition, a lower benefit rate was 
applied to years of service prior to September 1, 1958, than for subsequent years. 
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EMPLOYEE AND COMMUNITY SERVICES 


The company attempts to assist employees in preparing for retirement through 
interviews, articles in plant publications, distribution of descriptive booklets and 
training sessions. Ford retirement relations representatives counsel employees 
and retirees relative to benefit programs and related matters. 

Ford Motor Co. Fund? as well as Ford employees contribute substantially 
toward the financial support of various community agencies and activities, many 
of which provide direct services to older persons. In addition, the company 
encourages its employees to participate in the planning and administration of 
community services. Recently a formal program was adopted to afford em- 
ployees recognition for their contributions to these worthwhile community 
projects. 

(A descriptive booklet entitled “Highlights of the Ford-UAW Retirement 
Plan” will be found in the appendix.) 





PREPARED STATEMENT OF GENERAL Morors CORP. 


This statement of General Motors Corp. for your Subcommittee on Problems 
of the Aged and Aging deals broadly with the hiring and retention of employees: 
flexible retirement policy; and the pensions, group life insurance, and medical 
expense benefits of retired employees. For simplicity of illustration, only the 
policies and employee benefits for GM hourly rate employees are discussed in 
this statement. Similar policies and employee benefits are applicable to 
salaried employees. 

HIRING AND RETENTION OF EMPLOYEES 


The corporation’s statement before the U.S. Senate’s Special Committee on 
Unemployment Problems pointed out that General Motors employment in the 
United States had risen about 100,000 jobs in the 12 years from 1948 through 
the first 9 months of 1959. Contrary to what might be expected with this great 
expansion of the work force, a large percentage of our present work force is in 
the age group often discussed when considering the problems of the aging and 
aged. For example (from the latest data available), of the 397,794 hourly 
rate employees with seniority on December 31, 1958, there were 178,850, or 45 
percent who were age 40 or over; 20,165 were age 60 or over; and 57,105 of these 
employees were age +40 or over when they were hired. 

Under our employment policies, ability to do the work, rather than age, de 
termines whether or not a man is hired. There are certain jobs, of course, 
where the physical requirements are such that many older workers cannot 
qualify. Once employees are hired, we match, to the extent possible and 
practicable, their capacities with the demands of the job and place them accord- 
ingly. 

In many situations, employees who are no longer able to meet the physical re- 
quirements of a particular job are transferred to other available jobs which 
they can handle. 

For many years our collective bargaining agreements with the UAW and other 
unions, for example, have stated that “It is the policy of management to cooper- 
ate in every practical way with employees who desire transfers to new positions 
or vacancies in their department. Accordingly, such employees who make appli- 
cation to their foremen or the personnel department stating their desires, quali- 
fications, and experience will be given preference for openings in their depart- 
ment provided they are capable of doing the job * * *.” 

Especially helpful also to the retention of long-seniority employees is the pref- 
erence given, when hiring, to seniority employees laid off from other GM plants 
in the community area. In the first 9 months of 1959 more than 6,500 laid-off 
hourly rate employees were placed in jobs in other General Motors plants under 
this preferential community hiring policy. Employees so placed had their pen- 
sion rights, insurance protection, and credits under the supplemental unemploy- 
ment benefit plan preserved. Qualified laid-off GM employees are also given 
hiring preference in new GM plants. In addition, when major operations are 
transferred, agreements have been worked out with the unions to give em- 
ployees the opportunity to transfer with the job with seniority protection and 
other benefits intact. 


1An educational, scientific and charitable organization financed principally by contribu- 
tions from Ford Motor Co. 
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GENERAL MOTORS PENSION PROGRAM 


General Motors provides noncontributory pension benefits for hourly rate em- 
ployees with 10 or more years of service at retirement. These GM benefits are 
in addition to Federal social security benefits. 

In addition, an employee with 10 or more years of service who loses his credited 
service for any reason on or after age 40 but prior to age 60 may receive a pension 
at age 65. 

Pension benefits 


The GM monthly pension benefit for an hourly rate employee who retires on 
or after age 65 is $2.50 for each year of service after 1958; $2.43 for 1958; and 
$2.40 for each year of service prior to 1958. This benefit is noncontributory 
and is in addition to social security. An employee retiring between ages 60 
and 65 by mutual agreement or at the option of GM receives a benefit which is 
double that for age 65 retirements. This double benefit is payable until social 
security benefits become payable, at which time it is redetermined to the age 65 
benefit. 

The following table shows what GM hourly rate employees retiring at age 65 


in January 1960 might expect to receive in GM pension and Federal social secu- 
rity benefits: 





] | 





} 
| Monthly social security | Combined monthly retire- 
GM ment income 
Years of service monthly 
benefit 
Self Wife, if Selfonly | Selfand wife, 
age 65 if age 65 

Wiccuccstshacckiatheiaues ees $48. 13 $119. 00 $59. 50 $167. 13 $226. 63 
RE ORT ERIES 72. 13 119. 00 59. 50 191. 13 250. 63 

40 


hE asd eciebh aetna eennetians | 96. 13 119. 00 59. 50 215. 13 274. 63 





If an employee retires between ages 60 and 65 by mutual agreement or at the 
option of the corporation, his GM benefit is double the GM monthly benefit in 
the foregoing table. When he becomes eligible for Federal social security bene- 
fits, his total retirement income would be the same as that in the table. 


The GM pension is payable to an employee even if he works full time after 
his retirement. 


Flevible retirement age 


yeneral Motors has recognized the need for flexibility of retirement age. 
Accordingly a flexible retirement period of 8 years was established under the 
hourly rate employees pension plan. Employees may retire as early as age 60. 
If an employee retires between ages 60 and 65 by mutual agreement or at the op- 
tion of the corporation, the amount of his GM pension is doubled until social 
security benefits become payable. Employees may also elect to retire voluntarily 
(quit) between ages 60 and 65. In such cases, benefits are actuarially reduced 
to reflect such earlier retirement. On or after age 65 an employee may retire 
with full benefits. Retirement is automatic at age 68. This approach to re- 
tirement gives an employee an 8-year span, from ages 60 to 68, in which to choose 
his retirement date in accordance with his wishes and plans, and it permits 
the company to effect retirements in a fair and orderly manner. 

The following table shows the retirements under the plan from its inception 
in 1950 through September 1959. Also presented for comparison are the figures 
for the first 9 months of 1959. These figures demonstrate not only the actual 
flexibility of our retirement system in practice but also indicates a trend toward 
earlier retirement: 
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Analysis by age of retirements under hourly rate employees’ pension plan 
































Cumulative 1950 First 9 months of 1959 
through September 1959 
Number Percent Number Percent 
Age 60 to age 65: 
INS RE io siets tanh okk has ckeacdowt 1, 416 5 285 12 
Voluntary -.......... aac Sa ee 965 4 170 7 
On or after age 65 but prior to automatic retirement-_-- 13, 128 | 52 1, 504 62 
diaaeaeis — | |} —__|-___—_ 
Total prior to automatic retirement. .-........--- 15, 509 61 1, 959 81 
BS SROREG TRRIOIIOS oo innit nciscecciccncnemecnn 9, 909 | 39 451 19 
Total retirements for age....................... 25, 418 


100 | 2, 410 100 





The question of automatic retirement has come up for discussion before your 
committee. We proposed in 1950, and the unions agreed, that the pension plan 
should provide for a flexible retirement age, as described above, with the termi- 
nal age established at age 68, at which point all employees, with a very few 
exceptions, would be retired. This arrangement has been continued in subse- 
quent agreements negotiated in 1955 and 1958. 


Disability retirement 


If an employee is totally and permanently disabled, he may retire with pension 
benefits at any age, provided he has 15 years of credited service. His GM pen- 
sion benefit is twice the regular age 65 benefit until he becomes eligible for 
Federal disability insurance benefits, at which time his GM pension benefit is 
redetermined to the regular age 65 benefit. Since 1950, over 3,500 employees 
have retired with GM benefits under the total and permanent disability pro- 
Visions. 

The retired employee may also receive the face amount of his GM group life 
insurance in 50 monthly installments if his disability commenced prior to age 


60. For the average hourly rate employee this could amount to an extra pay- 
ment of $110 a month for over 4 years. 


Separation payments 


If an hourly rate employee retires because of total and permanent disability, 
or is separated after age 60 by General Motors and does not have the required 
minimum service for a pension benefit, he receives a separation payment under 
the supplemental unemployment benefit plan. 


INSURANCE COVERAGE FOR RETIRED EMPLOYEES 


In addition to pension benefits, General Motors also makes available life 
insurance and hospital, surgical, and medical expense coverage for retired 
employees. The hospital, surgical, and medical expense coverage is also avail- 
able to the families of retired employees. 


Group life insurance 


For 33 years, General Motors has provided group insurance for its active 
employees. Following is a schedule of current GM group insurance amounts for 
hourly rate employees. 
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Schedule of benefits and contributions for employees entering the plan prior to 
age 65—In States with no cash sickness laws 


















| Benefits 
{ Before age 65 | Before | Continuing life in- | Employ- 
| Before retire- | surance after age 65 ee’s 
age 60— | ment— | weekly 
Base hourly rate | | monthly | sickness contri- 
| |Total life} totaland| and ac- From /|To (max-| bution 
| Extra | and acci-| perma- cident (mini- mum rate 
Life in- | accident | dental | nent dis-| weekly mum with before 
} surance insur- | death ability benefit with 20 years age 65 
ance | insur- benefit ! (maxi- 10 years | in plan) 
| ance mum 26 | in plan) 
weeks) 
edits ed ects Tiel Ve ses ek ates 
Under $2.03. ........ | $4, 500 $2, 250 $6, 750 $90 | $45 $675 | $1,350 $0.7 
$2.03 to $2.27........- | 5, 000 | 2, 500 | 7, 500 100 | 55 750 1, 500 . 80 
2.28 to $2.52......- 5, 500 | 2, 750 | 8, 250 | 110 60 $25 1, 650 .90 
$2.53 t0 $2.77.......-. 6,000 | — 3, 000 9, 000 | 120 | 65 | 900 1, 800 | 1.00 
$2.78 to $3.03......... 6, 500 3, 250 | 9, 750 130 | 70 | 975 1, 950 | 1.10 
$3.03 to $3.27......... 7, 000 | 3, 500 | 10, 500 140 | 80 1, 050 | 2, 100 1. 20 
$3.28 to $3.52......... | 7, 500 3, 750 11, 250 150 85 | 1, 125 | 2, 250 1.30 
$3.53 to $3.77......... | 8, 000 4, 000 12, 000 | 160 90 1, 200 | 2, 400 | 1. 40 
$3.78 to $4.02.......... 8, 500 | 4, 250 12, 750 | 170 95 1,275 2, 550 1.50 
$4.03 and over_.-.-.-- | 9,000; 4,500} 13,500 | 180 100}; 1,350} 2,700 1. 60 
| | | | 














1 For 50 months for those employees eligible for such benefits. 


At age 65, employee contributions toward GM group life insurance cease. 
The amount of life insurance is then reduced by 2 percent each month to the 
amount of life insurance which is continued for life. This latter amount is 
equal to 114 percent of the life insurance the employee had at age 65 times the 
number of years (not exceeding 20) in which the employee participated in the 
GM insurance program. An employee must have 10 years of participation to be 
eligible for this insurance after retirement. The maximum amount of continued 
life insurance is 30 percent of the amount in force at age 65. 

For example, an average GM hourly rate employee would have $5,500 of GM 
group life insurance at age 65. After age 65, he would make no further contri- 
butions. The following table shows the amount of life insurance continued 
for him. 


Insurance 
Age: amount 
I cose cap ceschca sels cg asd intake ns Siac cies eka cea ce ae $5, 500 
Des cick aided Ae RU eh or ee ees Oi? eat ee 4,180 
OO icin Satin un Si cick ca ama case haa a am ee a 2, 860 
RIE RENN ce GAL sn eceeiaesteipelte ten sedsacanesichebigs eh ness bb. cis mannan ee alia aden 1, 650 


This arrangement for providing life insurance to retired employees without 
contributions has been in effect since 1948. 


Blue Cross and Blue Shield coverage 


Retired employees may also continue their hospital, surgical, and medical 
expense benefits for themselves and their dependents. As of November 30, 1959, 
almost 20,000 GM retired hourly rate employees continued the same Blue Cross 
and Blue Shield coverage they had as active employees. This number represents 
about 87 percent of our retired employees receiving benefits as of that date. 
Of the more than 3.500 new hourly rate retirements authorized in the first 9 
months of 1959. more than 3,200 elected to continue their Blue Cross or Blue 
Shield protection, or both—about 91 percent. 

The coverage available to retired employees is the same as that available to 
our active employees in practically all areas. Retired employees have the ad- 
vantage of the same lower rates available to active employees, and for their 
convenience the full cost is deducted from their pension checks. 

General Motors has consistently taken the position with the various Blue Cross 
and Blue Shield plans across the country that benefits and rates for our retired 
employees should be no different from those for active employees. We feel that 
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the oider members of a group should be integrated with the whole group, all to 
be a part of a community rated group. In this way the experience of the retired 
employees is averaged with that of the active group. 


SUMMARY 

In summary— 

(1) General Motors hires employes on the basis of ability to do the work 
rather than age. 

2) To the extent possible and practicable, General Motors matches the 
capacities of its employees with the demands of the job and places and transfers 
them accordingly. 

(3) Under the nonecontributory pension plan, an employee has an 8-year period 
from age 60 to age 68 in which to choose his retirement. 

(4) Employees with 15 or more years of service may receive pension benefits 
at any age under the total and permanent disability provisions of the plan. 

(5) An employee who retires with 40 years of service can receive total retire- 
ment ine ome from GM benefits plus social security (if his wife is also age 65) of 
about $275 a month. 

(6) GM group life insurance is continued for employees after age 65 without 
further employee contributions. 

(7) Retired employees may continue their Blue Cross and Blue Shield 
coverage for themselves and their families. 

These policies, practices, and benefits are part of an overall program of em- 
ployee relations, based on our belief that GM’s most important asset is its 
people. We feel that any problems confronting the older worker must continue 
to be viewed in the perspective of the total employment and employee benefit 
plan area. Only by keeping our sights clearly on the total picture can we expect 
to work out solutions in the older worker area which will be consistent with 
our objectives for all, regardless of age. 


Senator McNamara. Now we have a panel of very distinguished 
citizens who are going to comment on the proceedings that just took 
place. 

Miss Emilie G. Sargent, executive director of the Visiting Nurse 
Association of Detroit ; Dr. James Rae, chairman of the Department of 
Physical Medicine, University of Michigan ; Miss Lillian Ostrand, rep- 
resenting Patricia Walsh, president of the Michigan State Nurses As- 
sociation; and Father Clement Kern, pastor of the Holy Trinity 
Church. 

Will you folks come over to the other side and take places at the 
table ? 

I must express appreciation for your patience. We are running a 
little late and are sorry that you had to wait so long. 

Miss Sargent, any time you are ready we would be glad to have you 
proceed and we will place your formal statement in the record at this 
point. 

(The statement of Miss Sargent follows :) 


PREPARED STATEMENT OF EMILIE G. SARGENT, EXECUTIVE DIRECTOR, VISITING 
NURSE ASSOCIATION 


The Visiting Nurse Association of Metropolitan Detroit is the one organiza- 
tion giving nursing care and related services to the aged in this area which 
comprises 40 percent of the population of the State, and about the same pro- 
portion of those 65 and over. The 222,080 persons 65 years and over of Wayne, 
Oakland, and Macomb Counties are 7.3 percent of the total population, and 
while the Visiting Nurse Association cares for about 2,600 of the aged in a 
year, this number is only 20 percent of those estimated to be ill at home in need 
of more than self or family care. It should be noted that the Visiting Nurse 
Association accepted every patient referred for nursing service and, therefore, 
there must be a need to interpret the value of such service to physicians, fami- 
lies, and agencies. 
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There are 67,878, or 12 percent, of the aged in Michigan on old age assist- 
ance. Many are in nursing homes but the majority live in their own homes 
and the visiting nurse associations are their chief source of skilled nursing 
“are. Some of the visiting nurse associations had been able to make arrange- 
ments with county bureaus of social aid to allow for partial payment for visit- 
ing nursing in the clients’ budgets, but there has been no uniform State plan. 
Last May the visiting nurse associations presented a request to the department 
of social welfare for a uniform program of payment for services to all recipients 
of public assistance through the county bureaus of social aid. The request 
was denied and the department of social welfare notified its county bureaus 
of social aid not to authorize payment to visiting nurse associations for any 
new cases, that they might continue to pay for those already approved until 
the clients no longer needed the nursing service. In May the total payments 
made to the visiting nurse associations was estimated at less han one-tenth of 
1 percen of the half million the Michigan Social Welfare Department spent for 
hospitalization for recipients of public assistance. 

On October 26, 1959, a joint committee representing the 17 visiting nurse 
associations and the Michigan community funds and councils requested the 
Michigan Social Welfare Commission to reconsider its decision on payment 
to the visiting nurse associations. 

The commission stated that its decision was based on the fact that since 
the visiting nurse associations care for the sick poor without charge their serv- 
ices are a resource for public assistance recipients and reimbursement from 
State funds is not possible. They quoted the social security regulations title 
42 Public Health and Welfare, chapter 7, section 302 Social Security and State 
Old Age Assistance Plans—“effective July 1, 1941, provide that the State agency 
shall, in determining need, take into consideration any other income and re- 
sources of an individual claiming old-age assistance.” 

The commission stated that if the visiting nurse associations refuse to give 
service to recipients of public assistance unless reimbursement is provided, the 
department of social welfare would have to pay the visiting nurse associations 
in order to obtain service for their clients. 

The joint committee asked for an impartial study of the question of re- 
sponsibility of private and public agencies in the provision of the basic needs 
of public assistance recipients. The commission agreed to the study which 
will be made by a committee of the Michigan Welfare League and completed 
by June 1, 1960. 

The Detroit Visiting Nurse Association is most reluctant to change its policy 
of serving all who need care, while at the same time collecting fees from those 
who can pay or by third party agreements. 

The visiting nurse associations have agreed to await the recommendations of 
the Michigan Welfare League committee before considering the suggestion to 
gain payment from the department of social welfare by refusing service to 
public assistance cases. 

Many of the States do not seem to interpret “resources of an individual” 
as barring payment to visiting nurse associations as Michigan has. Not only 
do many States make money payments to visiting nurse associations through 
the client’s budget, but some make vendor payments. 

In Michigan the medical care program for recipients of public assistance is 
largely hospitalization and nursing home placement. The Social Security Bulle 
tin lists Michigan as spending one-half million a month on hospitalization of its 
recipients of public assistance. 

Public health authorities are stressing the advantages of home care versus 
hospital care and particularly for the aged. The State and Federal matching 
funds for old age assistance would go much further if a comprehensive medical 
care plan were put into effect in Michigan. Some States have developed a 
medical care plan through the cooperation of the State welfare and State health 
departments, which seems logical. 

I hope that the Senate committee will recommend that medical programs for 
those on old age assistance be developed and administered jointly by the depart- 
ments of health and welfare on State and local levels, and that home care be 
given its due importance with provision for payment to voluntary agencies 
such as visiting nurse associations. 

Figures have recently been released by the School of Public Health, Uni- 
versity of Michigan, on the study made of patients in county and private nursing 
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facilities in Michigan. There are 18,111 beds available and 86 percent are 
occupied by patients 65 and over. Seventy percent of the beds are in privately- 
operated nursing homes and in this group of homes 92 percent of the patients 
are over 65 years of age. In proprietary homes only 30 percent had a registered 
graduate nurse supervising the care given in the nursing homes. Public as- 
sistance funds are being used to pay for care for patients in these proprietary 
homes. The State health department has been given the responsibility for 
licensing and supervising all nursing homes and they are striving with some 
degree of success to upgrade patient care in these homes. However, they are 
struggling with insufficient funds to accomplish this very important mission. 

Michigan needs a comprehensive statewide medical care program for those 
on all five categories of public assistance. For example, the use of preventive 
rehabilitative measures and home care wherever possible would cut down the 
$10 or $12 million now spent on hospitalization and nursing home care sufficiently 
to finance them. 

Quite apart from the need of a statewide medical care program, the county 
bureaus of social aid in Michigan have too few social workers to do a good job. 
The social workers can only comply with the law which requires seeing a 
recipient at least once a year. There can hardly be any system of referring 
the aged client for health care when the caseworker visits them so infrequently. 

I have stressed the needs of the aged on public assistance because govern- 
ment has already accepted a responsibility for these people and it should do 
more for them than is being done. 

This agency is also familiar with the old couple, or the single aged persons, 
often a widow living alone on social security and some family help, or her 
savings. Last year the visiting nurse association made a survey of 628 of its 
aged patients and found that 398 stated their income was sufficient to take 
care of usual needs. In other words, 68 percent were in a position to be self- 
supporting for their usual requirements; 93, or 15 percent, felt their income was 
too low to provide all the necessities but not sufficiently low to make them 
eligible for old age assistance; 137, 22 percent, were on old age assistance. 
Fifty-one percent out of the 628 paid in full or in part for the services given 
them. Eighty-seven percent of the group were cared for by a private physician, 
9 percent by hospital staff physicians and 4 percent by the city physicians. All 
the patients had nursing service. Many needed help with their diets for the 
aged neglect their nutrition.’ Physical therapy and occupational therapy: were 
often provided, and 48 of the group were assigned a home aide in addition 
to the nursing and other services because there was no ablebodied family member 
to perform this service. In the group of 628 patients studied, 17 percent lived 
alone; 45 percent lived with spouse or elderly relative; while 38 percent lived 
with younger relatives. Eighteen percent were bedfast ; 24 percent were up and 
about with the help of mechanical aids; 37 percent were able to be up and about 
under their own power. The physicians expected recovery or at least improve- 
ment for 65 percent of these patients, and for 35 percent the nursing service 
was palliative, delaying deterioration and giving comfort to the patient in his 
final illness. 

Old age is something everyone must face if he lives. We need to know more 
about those who live to the very end without any degree of impairment or loss 
of physical or mental functions and thus have little need for medical and nurs- 
ing care. In my own life experience I have known two extremes, my paternal 
grandparents lived to be 90 and 91 and neither one had prolonged illnesses and 
there was no need for more than family care and a physician for the terminal 
illness, while my mother had 20 years of invalidism from age 72 to 92. It was 
necessary during most of those 20 years to have a resident practical nurse. 
The visiting nurse association provided the necessary relief for the permanent 
worker. 

In summary, Michigan needs a comprehensive medical care program for its 
old age assistance recipients. It needs a prepayment medical care plan for the 
aged who can pay for this coverage, and to know what proportion of the aged 
ean do so. Three-generation families should be encouraged. Many families 
could take care of their aged parents or grandparents if community services 
were provided to help them. Scholarship aid is needed to encourage more young 
people to go into the health professions to insure that the supply keeps up with 
the increasing number of the aged population. 

Health and welfare governmental and voluntary agencies as well as the health 
professions should plan cooperatively how best to serve the aged. This is being 
done in some communities through organized community committees ona aging. 
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The work of this committee and those committees working for the White House 
Conference on Aging in 1961 will serve to stimulate this kind of community 
planning and action. 


STATEMENT OF MISS EMILIE G. SARGENT, EXECUTIVE DIRECTOR, 
VISITING NURSE ASSOCIATION, DETROIT, MICH. 


Miss Sarcent. Senator McNamara, I listened very closely but sit- 
ting back of the speakers I could not really understand all that was 
said, but I think the gist of it is that everybody would like more social 
security and a higher rate in their allowances and they want more 
medical care. 

I heard the doctors in the earlier panel and I think one of the 
speakers challenged the statement that had been made that anyone in 
Detroit could get medical care regardless of inability to pay the fee. 
I think it is very easy to think as the speaker did that this is impos- 
sible because of the complicated nathaae of making applications for 
free medical care we have in our city and our county and our State. 
Medical care is available under our various welfare acts but it takes 
an interpreter and a guide to find your way around in the many public 
and private sources of help. 

I might say, Senator McNamara, because so much has already been 
said that I am going to limit my plea to your committee to improve 
the services that we already have. 

We have under public assistance some provision for financing medi- 
cal care. But because each State may choose to do what it wishes, 
there is great nonuniformity throughout the United States, and in 
Michigan we are spending all of our dollars on hospitalization and 
nursing home care and really to be economical with those dollars we 
need a comprehensive program. 

We need to spend our dollars on prevention and restorative care 
instead of only for custodial care in nursing homes. That is not en- 
tirely correct, because some of the homes are doing some restorative 
work, but not enough. I know I am not expected to make a speech 
but. I would like to say that I have had some experience and some 
knowledge of what goes on in health care in this community because 
the Visiting Nurse Association cares for some 2,600 patients a year in 
the 65-and-plus years. Most of these patients have private medical 
care. And I would like to emphasize that as a community agency 
any person, no matter what his age or economic status is, if he needs 
nursing care may have it. And a nurse will go to the patient’s home 
and the question of how it is going to be paid for will be settled after 
the care Is given. ; 

My contribution here today is that we do have services available to 
all but too many don’t know how to get them. A telephone call to 
Community Information Service, Temple 1—1600 will tell how. 

Senator MN ineaiiea Thank you very much. 

The next on the list is Dr. James Rae. Your prepared statement 
will be placed in full in the record. 

(The prepared statement of Dr. Rae follows :) 


PREPARED STATEMENT OF JAMES W. Rag, M.D., DEPARTMENT OF PHYSICAL 
MEDICINE, UNIVERSITY OF MICHIGAN 


In Michigan, as in other States, the care of many of the indigent, chronically 
ill. and disabled older people has long been relegated to the traditional county 
infirmary. In the past these institutions have provided little more than shelter 








9223(0) THE AGED AND THE AGING IN THE UNITED STATES 


and simple custodial care to patients, often for the remainder of their lives. 
Although amendments to the Social Security Act in 1950 and subsequent changes 
in the Michigan Social Welfare Act resulted in the conversion of a number of 
old infirmaries into medical institutions providing more medical and nursing 
care, it is still true that few institutions offer the modern rehabilitation-oriented 
treatment programs that have been developed to assist the elderly disabled patient 
to live a more independent and productive way of life. Too few individuals 
with chronic, long-term disabling disease receive the type of care to which they 
are entitled. 

Although additional knowledge is certainly needed regarding the care of 
chronic illness and associated disability in our elderly population, much could 
be gained by better application of our present technical skills if they could just 
be brought to bear upon the patient. The reasons for our inability to meet 
the total health needs of the chronically ill would seem to be largely economic 
and administrative in nature. It has been pointed out at previous hearings 
of this subcommittee that a large number of our older people have limited incomes 
and are unable to purchase adequate medical care. Furthermore our present 
community health programs are not organized to provide the same caliber of care 
to this group that is provided for individuals who are younger and have acute 
illnesses. 

Recognizing that medical care has been geared more to the management of 
acute disease than to long-range treatment of chronic illness and disability and 
that several million dollars of public funds would be spent in Michigan in the 
next few years to construct or improve county hospitals, the Division of Geron- 
tology and the Department of Physical Medicine and Rehabilitation of the Uni- 
versity of Michigan have undertaken a research-demonstration project designed 
to determine the effect of applying rehabilitation concepts and practices in the 
programs for patients in these institutions. This project has been supported by 
grants from the U.S. Public Health Service and the Federal Office of Vocational 
Rehabilitation and has been carried out in two typical county care facilities in 
Michigan, with a third serving as a control. The purpose of the project has been 
fourfold: 

(1) To study the categories of care needed by the residents of the county 
institutions. 

(2) To promote physical and psychosocial rehabilitation programs for 
patients who would benefit. 

(3) To develop discharge programs for those who become able to live in 
a nonmedical and nonnursing setting. 

(4) To make the several programs instituted ongoing by encouraging 
community participation. 


THE COUNTY MEDICAL CARE FACILITY 


Helpful in understanding the care needs of patients in the county hospital 
is a consideration of the nature of the institution in which the patients reside. 
Much of the following descriptive data are derived from a survey of all of Michi- 
gan’s county hospitals which was recently undertaken by the Bureau of Public 
Health Economics at the University of Michigan. 

The typical county hospital is housed in a renovated county farm built before 
the turn of the century. It is administered by the county welfare department 
and supported jointly by county and State funds, together with a limited amount 
of private fees and collections. State financial assistance is in the form of 
grants for public assistance recipients plus additional payments to meet operat- 
ing expenses. Cost of care for a patient in an average county hospital is $208.20 
per month. The State welfare department is responsible for inspection and 
approval of the facilities and has a limited amount of jurisdiction over their 
programs. 

Patients are customarily admitted to the county hospital when they become 
incapacitated by chronic disease to the point of being unable to care for them- 
selves. Persons without family or other social and financial resources, however, 
tend to be admitted at an earlier stage than those with someone to provide care 
at home. Since private nursing homes are often unwilling to accept the more 
difficult nursing patients, these persons also gravitate toward the county insti- 
tution. The result is a mixture of patients requiring varying types and degrees 
of care. 

The typical county institution houses 81 persons, 46 percent of whom are 
women. More than 78 percent of the patients are over 65 years of age and the 
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median age is 77. Over 80 percent are either single, widowed, separated, or 
divorced. Fifty-seven percent have been hospitalized for 2 or more years and 
24 percent for 4 or more years. County hospitals are clearly long-stay institu- 
tions, and in fact are usually perceived as terminal institutions by older persons, 
the general public, and the institutional management itself. 

Thirty of the 39 medical care facilities in Michigan employ a full- or part- 
time physician, and the remaining 9 purchase routine medical services on a call 
basis. In some instances, specialized medical consultation or services are pur- 
chased when indicated. All but two facilities have one or more staff nurses, 
and each employ, on the average 20 nurse aids and orderlies. Four hospitals 
use a physical therapist and two an occupational therapist. Four facilities 
have staff social workers and 11 use outside social work service; 6 out of 39 
hospitals employ nutritionists. 

Although less than 20 percent of the institutions require a medical examination 
prior to admission, nearly all (95 percent) require some type of examination soon 
after admission. Thirty-five percent of the institutions also provide regular 
examinations at specified intervals. Persons with complicated diagnostic, 
treatment or surgical problems are usually transferred to a general hospital. 

Nursing and medical care in the facility is generally of the maintenance type. 
Patients are kept out of bed during the day when possible and skin care is good. 
Medications are dispensed and simple medical treatment programs are carried 
out when indicated. Much of the staff’s time goes to provide personal care for 
those patients who cannot care for themselves. Relatively little time is spent 
upon functional training for disabled patients, although nursing personnel in 
some institutions may encourage such things as proper bed positioning, daily 
ambulation and increased physical activity. 


RESULTS OF THE UNIVERSITY OF MICHIGAN RESEARCH-DEMONSTRATION PROJECT 


Although the population of the typical county hospital is often treated as a 
homogeneous group needing permanent nursing care, it has been recognized by 
some institutions that there are several distinct categories of care requirements 
among their patients. The first phase of the University of Michigan research- 
demonstration project was concerned with identification of these different care 
need categories and determination of which patients belonged in each. To this 
end, a medical, functional and psychosocial evaluation was made of the 125 
patients in the two study hospitals which enabled assignment of each patient to 
the care category that his needs dictated. It was found that care needs could 
be met, for the most part, by three basic types of programs: 

(1) Active treatment using rehabilitation concepts. 
(2) Supervisory care. 
(3) Maintenance nursing. 

Of the total population in the two study hospitals, approximately one-third 
were judged to have potential for significant improvement in their level of 
health and independence if they were to receive an active treatment program of 
the kind offered in modern chronic disease units. Their need was for long-term 
medical care emphasizing physical, functional, and psychosocial services. 
Although many of these people could not be expected to be restored to complete 
independence or health, and might still require some degree of nursing care 
after discharge from such a program, they would still be functioning at a higher 
level of health and independence than without a program. Some could be ex- 
pected to achieve sufficient independence to permit discharge to a nonnursing 
setting. 

Another one-third of the patients in the study hospitals were deemed to need 
no more than supervision. Their medical problems were not serious enough to 
require hospitalization or nursing care. They did, however, need room, board, 
help in managing their affairs, and varying degrees of supervision in their daily 
activities, usually because of mild senility or an accumulation of infirmities of 
age which had rendered them unable to live by themselves. They were housed in 
the county hospital because the community had no other place to put them. 

The remaining third of the population was considered to need true nursing 
care, probably for the remainder of their lives. These people were not expected 
to improve significantly with an active treatment program, usually because of 
advanced senility. They would still benefit, however, from a nursing and ac- 


tivities program designed to maintain their existing levels of health and inde- 
pendence as long as possible. 
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On completion of the initial patient evaluation, certain rehabilitation programs 
and services were established with the purpose of demonstrating their effect on 
the population of two county institutions. These programs and activities in- 
cluded simple physical therapeutic measures, functional training in activities to 
achieve personal independence, craft and recreational activities, sheltered work- 
shop program, friendly visiting, and planning for discharge utilizing community 
resources. These programs are still underway in one of the hospitals and data 
regarding their effects are therefore incomplete. Some interesting results of the 
programs in the other hospital are available, however. 

During the course of the year in this hospital, 29 percent of the original pop- 
ulation was lost through death or transfer to a nursing home. Another 20 
percent were not in need of physical restorative services in that they were phys- 
ically independent at the beginning of the year, and remained so throughout the 
study period. Twenty-four percent of the study population required permanent 
nursing care and could not be made significantly less dependent on the help of 
attendants. The remaining 29 percent had a physical disability at some time 
during the year which rendered them an invalid but which was improved by 
an active physical restorative program. Of this 29 percent, two-fifths were 
made independent of the need for an attendant in personal care, and another 
three-fifths were made measurably less dependent on an attendant. To put it 
another way, of the patients remaining at the end of the year who had a physi- 
eal disability requiring nursing care, over 50 percent were made either less de- 
pendent or independent of attendant help in personal care. 

The results of the psychosocial restorative programs in this hospital were often 
dramatic. Patients were given the opportunity to achieve recognition and make 
meaningful contributions through participation in sheltered workshop and craft 
projects, while interpersonal relations were encouraged by social-recreational 
activities. As these programs progressed, the usual patient pattern of frus- 
trated idleness, withdrawal, and hostility was replaced by greatly improved 
morale, social interaction, and cooperativeness. 

Basie to the dynamic, positive approach to the county hospital patient is 
the concept of discharging him when possible to a nonnursing lower cost setting. 
In the study hospital where a discharge program has been developed, 20 
percent of the project population remaining at the conclusion of the restorative 
services (or 14 percent of the original study population) have been discharged 
either to their own homes or to a boarding home. Another 11 percent (or 8 
percent of the original population) have been deemed eligible for such discharge, 
but suitable arrangements have not been made for them as yet. The actual 
success of a discharge program depends, of course, as much on the availability 
of appropriate settings in the community as on the efficiency of the restorative 
services. 

Although our study is not complete, observations to date seem to indicate 
that with proper programing a significant number of patients in our county 
medical care facilities can be made less dependent. Some can be discharged 
to their homes or to a less costly facility and practically all residents remain- 
ing in the institution will live more meaningful and happy lives. 

Too many of our counties are still willing to accept the old county farm 
philosophy of custodial care. In the lay and medical community, there appears 
to be a lack of knowledge of what can be done and how to go about changing 
the care program in these institutions and the community. 

The older citizen has many needs in areas other than health such as housing, 
recreation, place, and recognition in the community. These other needs do 
relate to health, however. Society has not yet been able to mobilize to provide 
a broad or total approach to these problems. It is at the community or local 
level that services are provided. This is where the responsibility should lie. 
If further legislation is contemplated to help meet the needs of older people, 
it might well be directed toward stimulating the proper organization and co- 
ordination of services at the grassroots level, some of which are already avail- 
able but applied piecemeal. To do this we will need more trained personnel. 
The lack of qualified experienced people to work on these problems is the 
greatest single deterrent to progress. I feel that provisions for training per- 
sonnel must be expanded if long-term gains are to be achieved. 
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STATEMENT OF DR. JAMES RAE, CHAIRMAN, DEPARTMENT OF 
PHYSICAL MEDICINE, UNIVERSITY OF MICHIGAN 


Dr. Rag. Senator McNamara, members of the committee, I was 
asked to come before this committee to report on a research demon- 
stration project which was being carried out at the University of 
Michigan. 

I think it might be a little refreshing to hear about something 
that is being done for elderly people, something that has been carried 
out in some institutions in this State, and get away maybe from some 
of the economic problems. 

We were confronted with many questions when we took up this 
project: What is the nature of the county institution? What types 
of patients reside there? What kind of care do they require? Could 
some of the concepts of physical and psy chosocial rehabilitation be 
developed and maintained in these institutions? Would the com- 
munity mobilize their resources to support or supplement these new 
programs ? 


These were some of the questions for which we sought answers in 
our research effort. 

You will have a prepared statement. I brought it with me but I 
would like to just hit some of the high spots. There is little question 
that too few individuals with chronic long-term disabling disease 
receive the type of care to which they are entitled. 

The reasons for inability to meet the total needs of the chronically 
ill would seem to be largely economic and administrative in nature. 
Certainly, a significant number of indigent chronically ill older and 
disabled older “people are cared for in these county medical care 
facilities as they are called here in Michigan. And, incidentally, the 
number seems to be increasing. 

Few of these institutions offer these new programs, rehabilitation 
oriented. Certainly, although additional knowledge would be desir- 
able, if we could just bring to bear present techniques that we know 
about, much could be done to make individuals in these institutions 
more independent. 


UNIVERSITY OF MICHIGAN DEMONSTRATION PROJECT 


To approach this problem two divisions of the university got to- 
gether, the division of gerontology and the department of phy sical 
medicine and rehabilitation, obtained grants from the U.S. Federal 
Public Health Service and from the Federal Office of Rehabilitation 
to carry out the project. 

We selected three county institutions—two to serve as experimental 
institutions and one as a control. 

We established physical and psychosocial rehabilitation programs 
in two of the experimental institutions. Parallel with this we or- 

ganized community effort, developed resources and committees, called 
on various agencies—agencies available there in order to carry on into 
the community those activities which were instituted in the county, 
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particularly to assist us in the discharge mechanism of trying to get 
patients out of the county institutions w vhen possible. 

In the prepared statement I have some comments regarding the 
nature of these county institutions. I will not go into that now, al- 
though it is very interesting to see just what they are—the nature of 
these institutions and the types of individuals who are residing there. 

What has been the result of our patient evaluations and programing 
in these experimental institutions? First, we found that there is a 
tendency to treat the patients in these institutions as a homogeneous 
group, requiring primarily nursing care. This is what has been going 
on—custodial care. 

THREE CATEGORIES OF CARE 


Our studies would indicate that actually there are three distinct 
categories of care required. We found out about a third of the pa- 
tients need just maintenance nursing care, usually because of some 
advanced senile changes or maybe serious medical illness. 

Another one-third required simple supervisory care. In other 
words, there was no serious medical disability or medical problem. 
They just needed board, room, and maybe some help i In managing their 
affairs. And there was a final third. In analyzing the patients in 
these two institutions, we found there were a third who were judged 
to have some potential for significant improvement in their health 
and /or in their independence. 

Now we have completed our studies at one institution. We are in 
the process of completing them in the other. We found by actual ex- 
perience that 29 percent had a physical disability that responded to 
an active physical restorative program. About half of these, to the 
extent that they became completely independent of any nursing at- 
tendant, and the other half at least less dependent on nursing care. 


PSYCHOSOCIAL THERAPY 


The result of the psychosocial programs in the one hospital that we 
are able to report on completely were often dramatic. Patients were 
given the opportunity to achieve recognition and make meaningful 
contributions through participation in sheltered workshops and craft 
projects while interpersonal relations were encouraged by various so- 
cial recreational activities. 

As these programs progressed, the usual patient pattern we see in 
the typical county farm, frustrated illness, and withdrawal and hos- 
tility was replaced by a greatly improved moral and social interaction 
and cooperatives. 

In regard to discharge—and I think it is worth noting, that al- 
though 80 percent of these individuals were over 65, that we were able 
to discharge into the community, either back into their home or into 
foster homes if you will, boarding homes, 20 percent of the popula- 
tion that remained at the end of our year’s observation or 14 percent 
of the original population. And we felt, as a result of our observa- 
tions, that another 11 percent were deemed eligible but we were un- 
able to, at the time of this report, make suitable : arrangements to have 
them discharged. 
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Those are the results of our project and this was what you requested 
that 1 report on today. 

Senator McNamara. Thank you very much for that very interest- 
ing report. 

Next on the list is Miss Lillian Ostrand. Your full statement will 
be in the record at this point. 

(The statement of Miss Ostrand follows :) 


PREPARED STATEMENT OF PATRICIA WALSH, R.N., PRESIDENT, MICHIGAN STATE 
NURSES ASSOCIATION 


I am Lillian Ostrand, representing Patricia Walsh, president of the Michigan 
State Nurses Association, the organization of registered professional nurses in 
Michigan. We welcome this opportunity to present to this subcommittee some 
of the problems of the aged and the aging which are of great significance to the 
nursing profession. This association is a constituent of the American Nurses’ 
Association, which is the national organization of professional nurses. The Mich- 
igan State Nurses Association has over 7,000 members in 50 constituent district 
associations. 

This entire subject—problems of the aged and aging—we realize, is of wide 
scope and will include social and economic factors as well as health factors. It 
is our intention to confine our remarks to the phases of the problems that are 
particularly significant to the members of the nursing profession. 

As members of the health team, nurses are concerned with all aspects of 
health—physical, mental, and emotional—in every age group. It is significant to 
note that the members of the nursing profession are not limited to practicing 
nursing only in hospitals or institutions. Nurses are also employed in public 
health agencies, industries, physicians’ and dentists’ offices, as well as schools, 
This is emphasized as nurses come into contact with all phases of the population— 
the sick and the well, the old and the young, the rich and the poor. 

We know that the health problems of our senior citizens—individuals 65 years 
of age and over—are often serious ones, since it is the long-term and chronic 
diseases to which this group is most subject. We recognize that the problems of 
our senior citizens do not develop at age 65, but have their roots in earlier years. 
We are concerned that every effort should be made to promote health and well- 
being in earlier years. Preparation for retirement—physical, mental, spiritual, 
and economic should be planned for long before age 65. Sound health teaching 
and prevention of illness are an integral part of all the health professions. The 
increasing number of aged persons in Our population and the fact that persons of 
this age usually are less able to pay the cost of illnesses add to our concern with 
this problem. 

Statistics presented to this subcommittee have shown that the number of those 
65 years of age and over has been growing at an increasing rate. In Michigan, 
the total of those 65 years and over in 1900 was approximately 121,160 or 5 per- 
cent of the population; by 1940 it was 330,854 or 6.3 percent of the population; 
by 1957 it had jumped to 567,514 or 7.3 percent of the population; and it is 
estimated that by 1970 this group will number approximately 794,000 to 827,000— 
about 7.9 to 8.4 percent of the State’s population. 

Though voluntary health insurance in the United States has had a tremendous 
growth in the past 20 years, less than half of the older population has any 
kind of health insurance. This is of vital concern to the members of the nursing 
profession, 

Many of the members of our profession engaged in public health nursing are 
constantly presented with the health problems of the aged. Public health nurses 
are able to encourage families to take necessary steps to have their elderly mem- 
bers seek medical attention. However, the nurse is frequently confronted with 
an adverse economic situation—the inability of the patient to pay for his neces- 
sary medical attention. When this type of situation arises, and the medical prob- 
lem is not attended to, the patient’s condition is neglected and when medical 
attention is finally sought, the condition often has become a long-term chronic 
illness. If medical attention had been sought earlier, a more serious problem 
might have been averted, or improved care initiated sooner. 

Public health nursing agencies are finding that more and more of their patient 
visits are concerned with aged persons with long-term illnesses. This is men- 
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tioned not only because it indicates a need for such service, but to point out that 
the main method of providing such service, by and large today, is through visiting 
nurse services, which exist mainly in the large urban areas. Small urban 
centers and rural areas have few facilities for the care of patients at home. To 
illustrate the great need of the sick aged for service of this type: The Detroit 
tricounty area (Wayne, Oakland, and Macomb) has a population of 180,000 
persons 65 years of age and over. Last year, 1958, the Detroit Visiting Nurse 
Association cared for 2,579 patients in this age bracket serving them in 46,742 
visits. These patients represented about 18 percent of the total patient load, 
but they received about 40 percent of the visits. The Ann Arbor Visiting Nurse 
Association reports the following experience for the first 11 months of 1959 
in caring for crippled and disabled adults. Of 91 selected patients receiving 
nursing care, only 15 were under 50 years of age while 56 were over 75 years 
of age. The total number of nursing visits made to these 91 patients during the 
11-month period was 3,608—an overall average of about 40 visits per patient. 
However, the number of visits to individual patients varied, depending upon 
the condition present. For example, the patient with a stroke required an 
average of 61 visits; the patient with multiple sclerosis 46 visits; and the patient 
with arthritis 61 visits. 

In Michigan, there are only 16 counties—out of a total of 838 counties—that 
have a visiting nurse service. (On the credit side, these counties are quite heavily 
populated and represent about 76 percent of the State’s population.) There are 
also 14 counties in Michigan that do not have organized health departments. It 
is our belief that aged citizens who are ill are entitled to skilled nursing care 
regardless of where they may live. Skilled nursing care should be made available 
to them both in urban and rural areas, whether or not their counties provide 
organizations to bring home-nursing care to them. We believe that the question 
of how to provide the additional nursing services is one that citizens working 
with professional personnel must decide. Existing visiting nurse associations 
need continued and expanded support ; in addition, official agencies, with expanded 
financial and citizen support, may expand their services to help meet these needs. 
At the present time, many counties through their health departments are pro- 
viding some nursing care to the chronically ill. In several counties there are 
demonstration projects for full visiting-nurse-type care. 

Because of insufficient funds, these voluntary agencies (visiting nurse asso- 
ciations) are unable to supply all of the care needed by senior citizens. In 
Michigan, the department of social welfare has discontinued payments to visiting 
nurse associations for patients receiving old-age assistance. This is of prime 
significance to many of our senior citizens who need home nursing care but are 
unable to pay for it. 

We believe that funds should be made available so that the public health agen- 
cies throughout the country will be able to make more home visits to elderly 
patients. With good medical supervision, these patients can consequently be 
cared for at home at a lesser cost to the community. 

It has been stated that some of our senior citizens are being cared for in 
hospitals, nursing homes, and other institutions. For example, the infirmary 
division of the Wayne County General Hospital in Eloise has approximately 
900 patients and the average age of these patients is 65 years. Even though this 
large institution does not have sufficient numbers of nursing personnel, it is sig- 
nificant to note that the patients do receive individual and personalized care as 
much as possible. These patients are indeed a challenge as well as a respon- 
sibility to the members of the nursing profession. As nurses, we believe that 
everyone is entitled to the best nursing care possible. We know that there has 
been an improvement in the past few years in the standards of care in the nurs- 
ing homes. However, there is room for greater improvement. In Michigan, 
there are approximately 572 nursing homes and homes for the aged caring for 
approximately 15,000. patients. The greatest percentage of these patients are 
over 65 years of age. 

During the past 3 years, responsibility for the licensure of nursing homes has 
been carried by the Michigan Department of Health. Through this program, 
public health nurses have an opportunity to help operators of nursing homes 
improve patient care. Problems such as the general lack of adequate facilities, 
and the alarming shortage of trained personnel compound the difficulty of the 
task. We know that many of our senior citizens are not getting the best nurs- 
ing care in these homes. Many factors, including the economic factor con- 
tribute to this situation. 
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A number of studies throughout the country have been conducted to determine 
various ways of providing nursing care to patients. Some of the studies have 
been on the extension of hospital care, the rearrangement of hospital services 
and facilities into units providing care for patients depending on the type of 
nursing needed, and the financing of home-care nursing visits as a part of hos- 
pital insurance. All of these studies contribute to our information and should 
provide some guidance in the extension of home-service care which would reduce 
the number of patients in institutions. Community services would have to be 
creater and organized in many areas and adapted to the local situations to bring 
home-care services to more people. Such factors as the needs, population, and 
finances of each community should be considered. Such an effort would prob- 
ably require participation of local, State, and Federal Governments, as well 
as voluntary agencies. 

The American Nurses’ Association and the Michigan State Nurses Associa- 
tion believe that nursing service should be an integral part of any prepaid 
medical care plan whether under governmental or voluntary auspices. The 
inclusion of both private duty and public health nursing service as a benefit 
of health-care plans would do much to make home-nursing care more readily 
available to the aged. Since visiting nurse services provide free nursing care 
in many cases, and visits to aged patients appear to be increasing, payment 
through insurance coverage would help extend such service which is limited 
by the present budget of these agencies. The American Nurses’ Association 
recently testified before the House Ways and Means Committee in favor of pro- 
viding health insurance coverage to OASDI beneficiaries. This position was 
taken by the ANA House of Delegates during the June 1958 convention. 

The most frequent and important service provided by home-care programs is 
bedside nursing and the attendant health-care teaching, which is a major part 
of such nursing. Other important services should also be included such as 
homemaker services, social casework, occupational and physical therapy, and 
nutrition. Home-care programs benefit all groups in the population, but they 
are particularly suited to meeting many of the health-care needs of the aged. 
Along with the suggestion that this committee study the need for increasing 
and expanding care in the home goes the full realization that today personnel 
shortages in the health professions, particularly nursing, make this almost 
impossible. 

There has been a great deal of emphasis on the need for building additional 
hospital and nursing home facilities. There are several Federal grant pro- 
grams to provide financial assistance in this area. However, we believe not 
enough attention has been paid to the growing need for trained personnel to 
staff such facilities. Additional buildings and beds without qualified health per- 
sonnel are useless. Congress voted this year to extend funds for the Federal 
traineeship program to prepare professional nurses for teaching, administrative, 
and supervisory positions. The members of the Michigan States Nurses Associa- 
tion are indeed grateful to those members of the committee, especially the 
Honorable Senator Patrick McNamara who so diligently interpreted this need 
to the other Members of Congress. We believe this will enable many nurses to 
prepare for leadership roles in the nursing profession. 

As we view the participation of the nursing profession in caring for the 
aged, we find that many of the problems which now face the profession in 
providing nursing care for all people are reemphasized. Care of the aged is 
affected by the critical shortage of qualified professional practitioners, by poor 
utilization of professional nursing skills, by the need for expansion of educa- 
tional facilities, and by the continuing need to upgrade standards of nursing 
eare. The American Nurses Association and the Michigan State Nurses Associa- 
tion are working in all of these areas in addition to their efforts to improve 
conditions so that nurses themselves will be secure when they reach the age 
of 65. 

In caring for patients with long-term illnesses, nurses must have knowledge 
of the physiological and social factors that affect these patients particularly 
after the age of 65. The patient must be seen in relation to his family and com- 
munity, and knowledge of community facilities and resources is necessary to 
meet the patient’s economic, social and spiritual needs, as well as his health 
needs. 

Many programs of the American Nurses Association and the Michigan State 
Nurses Association are directed toward improvement of patient care through 
improvement of the contribution of nurses to that care. Our work in defining 
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functions and setting standards of practice, our efforts to advance nursing 
education and the utilization of nursing skills, are all conducted in the light 
of the major health problems of the Nation, including the problems of the 
aged. 

Nursing is the largest and one of the most complex of the health professions, 
Nursing services are vital to the prevention and treatment of disease and injury 
in any age group. Our special concern for the problems of the aged is manifest 
in all that is being done to improve nursing services for the public. 

The American Nurses Association works closely with the National Federation 
of Licensed Practical Nurses in its efforts to improve practical nursing and 
increase the number of licensed practical nurses. The trained practical nurse 
plays an important part in nursing services for the aged when she can perform 
many of the simple acts of nursing care, thus relieving the professional nurse 
for those functions which require professional judgment and skill. 

At the 1958 American Nurses Association convention the house of delegates 
adopted the following resolution: 

“Whereas necessary health services should be available to all people in this 
country without regard to their ability to purchase; and 

“Whereas prepayment through insurance has become a major and an effec- 
tive method of financing health services; and 

“Whereas certain groups in our population, particularly the disabled, retired, 
and aged, are neither eligible nor able to avail themselves of voluntary health 
insurance: Be it therefore 

“Resolved, That the American Nurses Association support the extension 
and the improvement of the contributory social insurance to include health 
insurance for beneficiaries of old-age, survivors, and disability insurance; and 
be it further 

“Resolved, That nursing services, including nursing care in the home, be 
included as a benefit of any prepaid health insurance program.” 

The Michigan State Nurses Association supports and endorses the resolution 
of the American Nurses Association. 

On behalf of the Michigan State Nurses Association, we wish to thank the 
committee for this opportunity to present our views regarding some of the 
problems of the aging that are of concern to the nursing profession. 

The Michigan State Nurses Association will be pleased to assist this com- 
mittee in any way possible. 


STATEMENT OF MISS LILLIAN OSTRAND, REPRESENTING PATRICIA 
WALSH, PRESIDENT, MICHIGAN STATE NURSES ASSOCIATION 


Miss Ostranp. Senator McNamara, I should like to express the ap- 
preciation of the Michigan State Nurses Association for the oppor- 
tunity to present a statement before your committee. 

We havea prepared statement which you already have and I should 
just like to make a few remarks about it. 

I would like to confine my remarks to comments about the care of 
the aged when they are outside of hospitals. We have talked a good bit 
today about the need for hospital care. However, some of the senior 
citizens who spoke recognized the needs of the patient after he leaves 
the hospital. 

I think that Miss Sargent is right when she says that patients who 
live in the Detroit area can secure the needed nursing care when they 
are outside of the hospital. This is true for approximately 76 percent 
of the individuals living in Michigan where there are organized 
nursing services to give care in the home when it is needed. But this 
covers only the population living in urban areas. It is of great con- 
cern that out of our 83 counties about 67 do not have e any nursing care 
of this type available. 

The Michigan State Nurses Association feels that there is a great 
need to extend nursing care through local health departments or 
through the establishment of Visiting Nurse Associations so that those 
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aged who are at home can receive the professional help that they need 
when they are ill. 


CASE HISTORY: HOME NURSING CARE 


I think that a good illustration of the kind of care that is needed 
might be given if I could take a few minutes to give a case report of 
an actual situation that has been cared for right up to this month in 
one of our local counties through a Visiting Nurses Association. 

The T family consisted of two members, Mrs. T., who is 75 years 
old, and Mr. T., 79. Mrs. T. fell and fractured her hip and while she 
was hospitalized suffered several strokes. She was hospitalized in a 
nursing home where she received excellent care for a period of time 
between June and September of 1958, but the family, for financial 
reasons was not able to meet the cost of this care which amounted to 
about $300 a month. She was discharged to her home the 30th of 
September 1958. And between the 30th of September in 1958 and No- 
vember of 1959 the Visiting Nurses Association in one of our Michi- 
gan communities made 153 visits. 

Now what did they do in these visits?) They helped Mr. T. learn 
to care for his wife, which he did with great and loving care. They 
went in several times a week to bathe the patient, to help carry out 
the physician’s orders for exercise, to support the couple in meeting 
this real catastrophe of the older individual. 

Recently, the family physician talked to the couple about the pos- 
sibility of putting Mrs. T. in an infirmary because Mr. T. suffered a 
slight heart attack. She was hospitalized at a great emotional sacri- 
fice for the family and only stayed in the hospital 4 days because she 
could not bear the separation from her husband. 

An alternative plan was worked out by getting a housekeeper into 
the home so the couple was able to remain together. The visiting 
nurse service has continued to help this couple meet the health needs 
as they occur in the home. 

We would, for this reason and because of the very real needs we 
see for nursing care, ask that whenever possible support be given to 
the extension of agencies that supply nursing care to patients in their 
homes. 

We recognize that there is a very real need for special skills in the 
care of the aging. As Dr. Rae has pointed out, we have changed our 
approach to the care of the aged. We used to put them in a hospital 
or have them at home or in a nursing home and forget about them, 
giving them the minimum custodial care. But, as Dr. Rae stated, 
there are many of these patients that now can be helped to live more 
full hves with adequate professional care. But this takes a great deal 
of time and skill and it takes trained personnel to do it. 

Thank you. 

Senator McNamara. Thank you very much, Miss Ostrand. 

Our last member of the panel, Father Kern. 


STATEMENT OF FATHER CLEMENT KERN, PASTOR, HOLY TRINITY 
CHURCH 


Father Kern. I think that the discussion that took place from 3 :30 
falls into three categories. On the one hand, people who spoke seemed 
to have this desire to express their wants; primary among them was, 
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and it has seemed to go all afternoon, the great need for additional 
medical care. 

The second group then expressed this adequately, I believe, but also 
stressed the notion of increased Government assistance. Medical care 
could be said to be a question of the local community ina way. Then 
it moved on into the question of Government and then finally I think 
the very valuable comment aside from Mr. Kimble’s comments there, 
he made a fine comment but it was difficult to put it together, but it 
seems to me the most valuable was made by a fellow named Jim Shaw, 
and he discussed the medical problem but he said that one of the big 
factors—and the doctors also have brought this out in the course of 
the hearings—that one of the big factors for total health is the ques- 
tion of a kind of an outgoing approach. Dr. Rae has mentioned it 
and these two excellent nurses have suggested this, too. 

But this fellow spelled it out, this Jim Shaw. He says, “In Cove- 
nant Baptist we get a group of people together and we fix up toys 
and the rest of it and we fix that up and give it to people.” Now this 
goes on in countless homes, countless places where there are aged 
people all over our country, and I believe in hearings like this that 
the people that come and listen have to keep their eye on the ball, as 
they say, so we do not get into thinking that the problem situation 
is the normal, natural situation for most aged people, because it is not. 

And like a real expert in this field says, a friend of mine by the name 
of Stromberg, he says that we are just beginning, we are just begin- 
ning. Miss Donahough who is probably one of the pioneers is a very 
lovely, not old, person, and she did a good bit of original work among 
many others. ‘The visiting-nurse people have known this a long while 
and the nursing association have. But we are just beginning. And 
this is marvelous I think that we have a Government agency, a Sen- 
ate committee coming with the notion that Government assumes re- 
sponsibility for not only the total picture but also for problem 
situations. 

And can I embarrass you by saying that nobody in that U.S. Senate, 
our dignified noble body could have been picked any better to be the 
people’s man than yourself, Senator. 

From afar, and I have to say one more thing and I hope this goes in 
the record big: From afar the social agency people and professionals 
and a lot of church characters like myself have admired you and your 
work and all that. But let us not forget who fought for social secur- 
ity, the peanut that is in social security today? Labor movement, 
right here in this old town. Social agencies, church people, they were 
very conscious and they were very gentle about the fight but the 
boys did the fight and who was in the labor movement? Is it pipe- 
fitters or is it steamfitters, Pat? 

Yes, sir, the big guy in that union fighting for these kind of things 
was the Senator. When you came to the fight for pensions who car- 
ried the ball? UAW carried that ball. Who got the pension? Was 
it—well, there are good industrialists that went along with it after a 
short time. But they were opposing it and I can remember the edi- 
torials and so can everybody here which said, “Social security is Soviet- 
izing. Pensions are wrecking our economy.” 

Well I have got a lot more of that but the final picture I think is 
that aged people for the most part do not wish to be bothered. And 
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is it not a shame that people sacrifice their dignity to come up with 
letters, they say, “I want money to live on.” And isn’t it right but it is 
a shame that the dignity of a person has to go that far that they come 
up with a plea for all of the wants in the world. 

The Government can’t satisfy them and it seems to me a tragic error 
if we go on that assumption that “here is Government, fellows, give 
us the handout all you can give because we need it.” 

Certainly we need it, but the people here who have been on the 
stand and the tremendous volume of aging and golden, senior, gray- 
haired, silver citizens they don’t want any of that corn. They want to 
be ordinary people. United States of America characters is what they 
want to be. No flag waving. No God Bless America songs. The 
want to be U.S. citizens without a lot of mothering. And they don’t 
want to be mothered by Government agencies. 

How do you figure the thing out? It is a horribly complex prob- 
lem. But I think Dr. Stromberg has the answer. He says, “We are 
just at the stage of where we are beginning.” Thank God we have 
a Senate committee that is concerned but let us not go to the other 
extreme in saying that the Government must do it all, that the health 
agencies must do it all, that the doctors must do it all because if we 
believe in our system well then the people must do it all, not their 
mothers who were the best in the world to be sure but themselves. 
There are resources she says and rightly so. The community, the 
local community can do a great deal more than be concerned so self- 
ishly about its own ends for more chromium and more gadgets for 
me and concern itself I feel in a quiet kind of ordinary kind of human 
being way in concerning itself to see if there are problem cases. And 
I hope we have had some excellent testimony of the kind of gold- 
mining convalescent home that is beautiful when these two angels of 
mercy walk in but that has a tremendous fear cloud when they go. 

The beds are about as far apart—you men will get to that. But 
I don’t think you men have to show us this any more than we can 
say of Government that you have to give us this. Government re- 
sponsibility and concern is a big thing and it is important that fellows 
hke yourself, Senator, are concerned. 

I hope you can move some of those over fine gentlemen that you 
have on your total committee along with you, but nevertheless I be- 
lieve—well, I could go on for 35 minutes. 

Senator McNamara. Thank you very much, Father Kern. 

The hour is late and we do appreciate very much the very fine con- 
tribution that all of you panelists have made to our record. 

I want to say to Dr. Rae before he leaves that we had the pleasure 
of visiting the fine medical-care facility in Grand Rapids and it was 
a very excellent operation. We have seen many all over the country 
and you have every right to take pride in it, as you probably do. 

For the press who have been so patient and came here early and late, 
thank you for your fine cooperation. 

To all of you, thanks. You all helped to make the record that we 
will report to the U.S. Senate, and let us hope that we can all play 
a part, not only the Government as Father Kern said, but every level 
of society, and for sure give the older folks a chance to do something 
for themselves. Thank you. 
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IT have a number of statements I would like to insert for the record 
at this point. 


HEALTH OF THE AGED AND THE ROLE OF SCHOOLS OF PUBLIC HEALTH 


Prepared statement submitted by the Department of Public Health Practice, 
School of Public Health, University of Michigan, Vlado A. Getting, M.D., Dr. 
P.H., Professor of Public Health Practice, and Acting Chairman of the De- 
partment: Solomon J. Axelrod, M.D., M.P.H., Professor of Public Health 
Economics, and Frank W. Reynolds, M.D., M.P.H., Associate Professor of 
Public Health Practice 


(1) Training personnel: For administration of programs for the maintenance 
and improvement of health of the aged and the control of chronic disease. 

(2) Research: To shorten the period between the discovery of new knowledge 
and its application in daily living, and to discover new knowledge. 

(3) Service: Consultation to governmental and voluntary agencies on pro- 
grams concerned With aging and the control of chronic diseases. 

The purpose of this statement is not to reiterate the importance of health to 
older people. This has been brought to the attention of the subcommittee many 
times and in considerable detail. Rather, the purpose here is to indicate that 
schools of public health have a unique contribution to make in solving some 
of the health problems of the aged. 

In the past, public health personnel have been largely concerned with such 
traditional activities as environmental sanitation, communicable disease control, 
and maternal and child health promotion. Only recently have the health prob- 
lems of older adults become of major concern to official and voluntary health 
agencies. Because the field is new, there is urgent need for training physicians, 
nurses, program administrators, research workers, and others in the techniques 
of working with older people. 

In a recent editorial in the New York Times, Dr. Howard Rusk?’ pointed out 
that: “Our current progessional training program in public health now pro- 
vides us with but 6.4 percent of the trained personnel we need for public health 
agencies. Meeting our current and future needs for such personnel would 
require expanding our present program by five times * * *, By its very nature 
as reflected in its name, public health is primarily the job of government * * *. 
It is the responsibility of government to insure that an adequate supply of public 
health workers as much as to insure that we have a sufficient number of highly 
skilled personnel to staff our military defense.” 

Dr. Murray Ferderber? has stated to this subcommittee that he considers 
“trained public health personnel” to be the first responsibility of government and 
the medical professsion in improving the health of the aged and the aging. 

Currently, each of the schools of public health is training personnel who will 
assume positions of leadership in Federal, State, and local governmental agencies. 
A few will enter the international field, teach, or be employed by voluntary 
agencies, but the greatest number will be employed by official health agencies. 
For example, at the University of Michigan 75 percent of the graduates of the 
School of Public Health are engaged in governmental programs in public health. 
Over the past few years more of our teaching has been devoted to the health of 
the aged and to programs designed to improve the health of adults and to 
control chronic illness. 

Each of the 11 schools of public health in the United States has its special 
interests and unique resources for teaching geriatrics and chronic disease control. 
Because of our association with the School of Public Health at the University of 
Michigan, we hope we will be pardoned for using it is an example. 

As an integral part of the University of Michigan, we have available to our 
teaching and research program the resources of many university facilities, 
including the university hospital, the medical center, the Institute on Mental 
Health Research, the School of Social Work, the Dental School, the Survey 
Research Center, the Institute For Human Adjustment with its Division of 
Gerontology, the program in hospital administration, the Institute For Public 
Administration, and many other resources. This makes it possible for the 


= Rusk, H. A., “Gaps in Guarding Health,” the New York Times, 108, 41 L. July 26, 
1959. 


2Ferderber, M., ‘‘Hearings Before the Subcommittee on Problems of the Aged and 
Aging,” June 1959. 
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School of Public Health to develop a well-rounded and integrated course of 
instruction, of research and service. 

There is need, however, for doing an even better job than we have been able 
to do in the past with the limited faculty which could be assigned to this im- 
portant task of training the future leaders of programs for the maintenance 
and improvement of health of the aged. More people could be trained, utilizing 
the available facilities, if (a) stipends were available to attract qualified stu- 
dents, (b) faculty could be added to expend the educational and research 
programs. 

There is also a need for expanded research on the health problems of older 
adults and for research on the methodology of solving these problems. Schools 
of public health are eminently qualified to conduct such studies. The research 
programs in the schools of public health have expanded phenomenally in the 
past decade, so that in many instances the budgets devoted to research is equal 
to that devoted to teaching. Much of this research is concerned with the ap- 
plication of knowledge already available to ongoing community programs in an 
attempt to decrease the interval between the discovery of knowledge and its 
application to daily living. At the University of Michigan School of Public 
Health, for example, studies are currently being made on the quality of care 
older people receive in nursing homes, the economics of institutional care for 
the aged and old age assistance medical care programs. An extensive program 
of research on the social and economic factors influencing health services for 
the aged has recently been inaugurated with financial assistance from the Ford 
Foundation. 

Other examples of the type of research combined with service to communities 
can be cited in the recent studies of public health services which were made in 
Metropolitan Cleveland and Cuyahoga County and in Cincinnati and Hamilton 
County. In both instances extensive recommendations were made to improve 
programs concerned with the health of the aged and services for the chronically 
ill. 

The faculty of each of the schools of public health serves its region as con- 
sultants to State and local health departments in the development of programs 
concerned with aging and the health of the aged. From several of the schools 
of public health, consultants also have served with Federal and international 
agencies in these fields. Community agencies, both governmental and those 
supported from voluntary funds, are currently seeking ways of making these 
programs more effective by utilizing new methods, such as the development of 
home care programs, multiple screening projects and methods of improving the 
institutional care of the aged and the chronically ill. In these fields our faculty 
members have been working with many agencies, bringing to them the latest 
knowledge and most effective techniques. We at Michigan have been working 
with the State in the Midwest, with national agencies, as well as with the 
World Health Organization. 

A publication recently issued by the Public Health Service shows that among 
American schools of public health, the University of Michigan ranks high, both 
in terms of the number of teaching hours devoted to chronic illness and health 
of the aged, and in terms of the percentage of the total curriculum devoted to 
these subjects. Nevertheless, our school’s program of teaching and research 
should be expanded further with additional teaching staff and additional re- 
search funds. Other schools of public health also should and could provide 
more opportunities for training and research in the field of the health of the 
aging, if financial support were available. 

In our opinion, categorical Federal grants to schools of public health to expand 
their training and research programs in this field would significantly alleviate 
what presently is a serious shortage of personnel trained to work in community 
programs that help to meet the health needs of older adults. : 





PREPARED STATEMENT OF IRA SONNENBLICK, EXECUTIVE Director, JEWISH HOME 
FOR THE AGED, Derrorr, Micu. 


Mr. Chairman, when it is said that human beings are gregarious by nature, 
one fact that is overlooked is that only people who are conformists can be grouped 
together. Anyone who is different, in the long history of the human race has 
always been pushed out of the pale of the community. When the conscience of 
the community was roused, institutions were built for these “different” people. 
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In time refinements brought about specialized kinds of institutions for different 
needs. Today, people who used to enter institutions do not apply except when 
they are in need of specialized services. It was the Congress, who by passing 
the social security legislation, emancipated many people from the yoke of 
destitution. Without money, pauperized persons seeking security and the neces- 
sities of living had to turn to institutions. The magic of a sum of money, re- 
newed every month, as regularly as allowed by the postman on his rounds, 
cannot be overestimated. This has had more effect, probably, in dignifying the 
older human being than any voluntary, charitable actions or intentions over 
the centuries. 

The problems that assail older people are legion—they involve emotional, 
mental, physical, nutritional, spiritual, social, recreational and vocational 
aspects. It may be that we are more aware of the problems than that we are 
ready with solutions. And all that has gone before the development of the 
civilization we know today is as nothing in the total of the progress during the 
last decade. So fast and furious and consistent have been these developments 
that they do not merit headlines, because they are considered commonplace. 
Nevertheless these events do have, what amounts to a shattering effect upon our 
daily lives. In the last 10-year period it is reported that 15 million people have 
died, 16 million marriages took place and 39 million babies were born, and there 
have been phenomenal advances in medical and other scientific areas. In turn 
this means that the population has already exceeded 175 million people of which 
71 percent do not remember World War I, 44 percent were infants or born after 
the Second World War, 57 percent came after the depression of the 1930's and 
everyone accepts octogenarians and centenarians almost as a natural incidence 
of living. 

The impact upon business and industry is not inconsiderable. The generation 
of seniors has shown that it is a vital factor in our economy. Special clothing, 
food and cosmetics; housing, public or private and some of it mobile; drugs and 
prostheses ; medical and allied services; travel and recreation facilities as well 
as other comforts and conveniences increasingly are vying for their attention and 
patronage. 

Their impression upon the times is not inconsequential. More and more it is 
true that many are using special knowledge, usually after being forced to retire, 
to continue in another setting as professor, lecturer, teacher, wherever unusual 
experience or capability can be useful. And anyone who gives it any thought 
at all recognizes that among the older people are many legislators, judges, 
lawyers, bankers, doctors, industrial figures, labor officials, and consultants in 
many areas. This alive and alert older generation having been made less de 
pendent than their predecessors of a score of years ago are enjoying their im- 
proved status. 

We cannot deny that ours is a dollar-conscious culture. Without “jingling 
money” a person cannot be a human being. Through the social security legisla- 
tion the seniors have come into their own. It has taken time for them to learn 
what adjustments were necessary to be independent when they became eligible 
to receive monthly pensions or grants. However, there is no doubt that the 
older folks are now known by a new designation—they bear the honorable title 
of senior citizens. 

With the growth of the field of the aging, there was need to develop new words 
for better communication about them and for their needs. Thus just as there 
is the term “geriatrics,” meaning care of the aged, so to describe a person who 
is aging “normally,” the new word is “gerile.” This is to offset the common 
use of the word “senile” for a person of slowing mental ability. In order to 
describe the older person who is weak or feeble but in possession of most of his 
mental faculties, the new word is “caducile.” Thus the older generation can 
be placed into three groups—the gerile, the caducile, and the senile. Individually 
each of the seniors upon diagnosis may list several ailments. However, the 
person’s feelings and other factors will decide whether he will be invalided, de- 
pendent, or independent. The gerile person in most cases has a drive to remain 
independent, although some in this group require and may be taking some kind 
of preventive attention or service. With the financial support of old-age as- 
sistance, social security, or private pensions they are capable frequently to carry 
on without seeking admission into an institution. 

It is the enfeebled, mildly confused, and forgetful who were called “incurable” 
but today are known as chronically ill who need more than preventive atten- 
tion. They require long stay institutions where many functional disciplines 
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associated with medical services are available. They will be helped up to opti- 
mism in the form of adjustment through retraining and educative means in or- 
der to be able to carry on at the maximum of their abilities. 

The successor to the erstwhile homes for incurables are the nursing homes in 
which custodial care is the general standard of service provided. For many 
reasons—frequently quite valid when interpreted in the light of a profit venture 
in an underpaid field—there is scarce effort at rehabilitation of the patient. In 
the main, the management aims to keep the patient comfortable. Programs in- 
tended to buoy up the patients are absent or at best are merely token perform- 
ances. It may well be that although there have been stupendous advances in 
medical knowledge, much remains that is unknown and it is quite possible that 
there is an area where the best that can be done today for the nonremedial or 
the terminal cases is to keep them comfortable as possible in status quo. 

The onus of this presentation, however, is not to quarrel with other institn- 
tional facilities but to set forth the distinction between all of the other facilities 
and the one that heretofore has been described as “home for the aged,” and for 
want of an acceptable title will continue to be so named. Technically and 
through the persistent form of antiquated licensing procedures this is still the 
most familiar name for this type of health facility. Actually, however, these 
multipurpose or multifunction agencies have been evolving in the past score of 
years and their development has not stopped yet. 

This situation poses a difficulty in any effort to define a home for the aged. 
The paucity of expressions or language to describe the process of transition is 
very limiting, particularly when the process is so like the metamorphosis which 
is part of the life span of any “diurnal lepidopterous insect.” This transforma- 
tion takes place when the wriggly caterpillar changes into the beautiful flying 
butterfly. Even an eyewitness could not adequately describe the proceedings. 
Bringing the example within scope of the homes for aged, the latter have 
not yet lost all their attributes as domicilary establishments, nor have they 
acquired all the trappings of the chronic sick hospital type facility. But they 
are on the way. Experts, that is to say, administrators who have been involved 
in the process going on for almost a quarter century, have made effort to depict 
what is going on. Appended are some of the definitions that should illustrate 
this process. However, the aim or objective of these definitions is to establish 
that there is a divergence, perhaps even a gulf between the nursing home and 
the modern home for aged. The purpose for setting forth this objective is be- 
cause it is our firm belief that confusion has established “nursing homes” as a 
generic title for all institutions serving older people. We believe that the two 
types of agencies can be separated on the basis of function, which fact must be 
borne in mind by legislators for the benefit of the public and of the people who 
seek such service. 

It is quite clear that there are many areas in thhe United States where primi- 
tive, undifferentiated services are the only ones available. In time this situa- 
tion may improve to meet actual need. But in urban centers where frequently 
the problems of the aging are acute, there may be community services of a wide 
range including public agencies, private agencies and bureaus, some of which 
cooperate and others which do not, offering service for people seeking help. It 
is when the helpless person wants to find a place to serve him, that the greatest 
problem is created. Where does one start? Despite all of the publicity, at the 
moment of crisis, either because the family has been ill prepared about what 
to do, in which case either none of the advertisements have made the slightest 
impression, or a form of desperation envelopes the family, which makes them 
completely powerless to think out the salvation they need. Homes for the aged 
do not advertise their services; nursing homes do. People who would be better 
Served in a home for the aged sometimes are fearful about the help they can 
get from established social service agencies. Therefore, from even a casual 
reference to governmental publications, newspaper ads and throwaways, they 
are led to the nursing home. Many older people in need of help are not only 
physically or mentally ill but also have social problems that require adjust- 
ment. This is to be achieved only in the atmosphere of a home for the aged 
because among its many services the main thread is to care for the entire human 
being. A home for the aged is not only a health facility; it builds its program 
around making the golden years a time for living and happiness. There is a 
constant drive to discover, develop, and improve ways by which older people and 
particularly those who are chronically ill, may find life useful and purposeful 
and where they may find religious and social reawakening as well as physical 
rehabilitation. 
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dent Illinois Association of Homes for Aged. 
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TowarpD A DEFINITION OF A HOME FOR THE AGED 


(By Dr. Solomon Geld, Executive Director, Daughters of Miriam Home and 
Infirmary for the Aged, Clifton, N.J.) 


FOREWORD 


On the eve of formation of a national association of Jewish homes for the 
aged and its hopeful amalgamation with other denominations toward an 
American association of homes for the aged, the quest for a definition is under- 
standable though not of primary import in terms of current functions of the 
homes and future goals. Their heterogeneous character, which is rooted in the 
variety of motives of their founding fathers, in the various modes of living 
of their respective populace and in the difference of specific needs, will continue. 
Nevertheless, in view of the prevalent misconception about homes for the aged— 
even among groups directly concerned with the broad subject of aging—a dis- 
cussion leading toward an acceptable definition may be valuable as an orienta- 
tion point for the general public and as a seale to be used for the homes to 
assess their own specific weight of present and future functions. Public-rela- 
tions-wise we are prompted by a lack of adequate recognition of our homes 
on the national scene. Among ourselves we are motivated by the continuous 
“change of pace” of our homes. In fact, the outstanding constant factor of our 
programs is their continuous change in adaptation to changing needs. 

Art Waldman, of Philadelphia fame, with whom I discussed this, came out 
with a very sophisticated reasoning which he expressed as follows: “It is dif- 
ficult to define a metamorphasis. It is easy enough to describe a tadpole and easy 
enough to describe a frog, but when the animal is changing it becomes very 
difficult by way of definition, particularly so since the animal we are talking 
about is taking on a new form which I think will not be definable until such time 
as structural changes are set. We now only have a Bikini-like garment which 
covers very little but suggests a lot.” 


THE PAST 


The past development of our homes as well as their current multiple func- 
tions are amply described in the two papers of Morris Zelditch, one entitled 
“Historical Perspective on the Care of the Jewish Aged,” delivered 2 years ago 
at the national conference, the other, “The Home for the Aged,” delivered in 
April of 1957 at the New England regional conference of the Council. The read- 
ing of both of them is respectfully recommended to all of us who wish to de- 
velop the healthy habit of holding up a mirror for the purpose of self-study and 
improvement. 

THE PRESENT 


On the basis of extensive reading of publications emanating from homes for 
the aged and from national coordinating bodies and as the result of discussion 
with some 60-odd administrators of homes in various sizes, characters, and 
religious denominations within the metropolitan New York area, I offer the 
following definition of a home for the aged, with the plea that it be understood 
dynamically with the implication that the object of our snapshot has been 
constantly moving before, during, and after we have taken it * * *, 
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In the current constellation of interests, services and communal care of the 
aged, a home for the aged is a voluntary permanent,’ usually sectarian com- 
munity * of predominantly elderly men and/or women,* sponsored, planned,‘ 
and supervised by either governmental,’ and/or fraternal® and/or’ religious 
bodies, acknowledged as a nonprofit social enterprise and designed especially but 
not exclusively ° as a protective environment within a circumscribed single or 
multiple ® physical setting, for that segment of our elderly population whose de- 
clining years,’ accompanied frequently by physical, mental, economie and social 
deprivations, postulates and adequate philanthropic service subsidy, the size, 
variety and quality of which ranges from a minimum of food and shelter plus 
rudimentary social program given exclusively to those within its walls,” to the 
widest network of professional, social, and medical services given in cooperation 
with related health and welfare agencies “ to both its resident population and, 
tangentially, in various degrees to the aged population of its surrounding com- 
munity.” 

THE FUTURE 


The growth of the number of the aged, which resulted in greater public recog- 
nition that they have, as of right, a functional place in American society and as 
such should be active as long as possible, suggests the prognosis that there will be 
a gradual curtailment of intake of the well aged into homes for the aged. Those 
among the aged who have a degree of self-sufficiency will be able to function in 
the community with the aid and support of extramural services if, and when, 
necessary. With the reduced intake of the well aged, the home will become 
predominantly a therapeutic community (a term used recently by Dr. Alvin 
Goldfarb, of the New York State Mental Hygiene Commission), “‘a geriatric 
medical center” (as projected by Dr. Gittleman, of the Brooklyn Hebrew Home 
and Hospital for the Aged) or “an intermediate medical facility” with strong 
hospital ties (as defined by Drs. Manuel Rodstein and Federerick D. Zeman in 
a soon to be published paper, “Utilization of General Hospitals for the Popu- 
lation of a Modern Home for the Aged’’). 

When that happens some features of the present operations may gradually 
dissolve, such as permanency of residence, sectarian sponsorship, and clientele, 
geographical, age, and sex limitations. Conversely, the medical service facilities, 
personnel and program will grow and with them the minimum size of the home 





1Permanency of residence is distinguished from the generally transitory character of 
boarding and nursing homes and from hospitalization, notwithstanding the fact that some 
aged leave a home and some stay permanently in boarding homes. The whole battery of 
service facilities and programs revolves around this principle of permanency which is the 
outstanding feature of a home for the aged. 

2A community of the aged implies a continuous process of social interaction among 
the residents themselves, among the residents and staff, in the daily routine of living 
together, a process which is fostered and strengthened by the home’s variety of special 
programs purported to give the aged social status. A home for the aged with anonymity 
or isolation of residents, which is frequently found in boarding and nursing homes, is 
functionally a contradiction in terms. 

3 Age limitation is still a primary factor although some homes with quasi-medical facil- 
ities find it necessary to admit patients with prolonged illness in their 40’s because of 
lack of other communal resources. 

*Planning with a client and his family by lay and/or professional people prior to 
placement is another demarcation line separating the home from commercial nursing 
homes, hospitals, and boarding homes, where placement can be effected by means of a 
single contact between client and/or his physician and the admissions office or proprietor. 

5 E.g., county welfare homes. 

®E.g., Masonic home, homes for retired ministers, firemen, Landsmanschaften, etc. 

™A nonprofit home for the aged, though under fraternal or religious sponsorship and 
overall responsibility, has, as a rule, a silent partner in the local, State, and Federal 
Government by virtue of the latter’s authority to license and approve it by means of its 
direct capital of indirect budgetary participation and by granting to them tax-exempt 
status. 

8 There are homes, particularly small ones of 10 to 15 residents, under Protestant 
sponsorship which in terms of functions are resident clubs of the well aged exclusively. 
I know a Presbyterian minister who is the executive secretary of nine such homes scat- 
tered in a wide geographical area in Pennsylvania. 

®°B.g., the central house and its extension facilities, apartment projects, residence clubs. 

10 “Declining years” is an admittedly ambiguous term which is purposely being used to 
emphasize the heterogeneous attitudes of the homes concerning their desirable aged 
clientele, 

11 See note (§). 

12 Casework, group work, hospitals, city and county welfare boards, etc. 

13 By surrounding community we mean either the total population of a town or county 
of the neighborhood of the home in a large city. 
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to justify economically the variety of costly services in relation to average 
daily bed occupancy and the number of patient days during the year. 

In the development of the home from a predominantly social to a predomi- 
nantly medical and therapeutic community, the homes under Jewish auspices 
are setting a remarkable pace. 

THE NAME 


In view of the transition from singular to multiple functions, some homes 
have changed, others have advocated the change of name “Home for the Aged.” 
Thus we have the Jewish Center for the Aged in Atlantic City; the team of 
Felder and Wiseman, administrators of the Menorah Home and Hospital for 
the Aged, recommended to their board a year ago a change to Menorah Geri- 
atric Center, motivating that recommendation by the fact that they encompass 
with the agency a variety of intramural and extramural service to the aged. 

Personally, I have not definite opinion on the desirability of changing the 
name. The function of a home is such that no name having three words can 
fully encompass it. The name is a public relations tool for the general public 
for the purposes of easy identification and remembrance. The Drexel Home, the 
Newark House, the Kingsbridge House, are just as good, if not better, than the 
terminology which includes the word “Aged (as you know, in Israel the homes 
are called parents’ homes, corresponding to children’s homes). The use of the 
term “hospital” in conjunction with the term “home” is not always honest. I 
am inclined to think that the name is not important. By way of illustration, 
the word “pontifex” from which the English pontiff is derived, means originally 
bridgemaker. It has come a long way from the eary days of Rome’s founding 
fathers to its present meaning. Similarly, I think in time people will learn to 
identify a home under any name with its actual function. First and foremost 
if the function, the meaning, the work—then comes the title. That is, after 
all, the purpose of our discussion towards the definition of a home for the aged. 





TOWARD A DEFINITION OF A MODERN HOME FOR THE AGED 


(By Herbert Shore, Dallas Home for Jewish Aged) 


The modern home for the aged is a comprehensive care facility serving as— 

A group living arrangement in a protective environment (for well, aged, 
long-term chronically ill, senile, and rehabilitative aged). 

A skilled quasi-hospital (with medical, psychiatric, nursing, dietary, occu- 
pational, and physical therapy and all preventive, curative treatment and 
social services). 

A social agency providing casework, groupwork, adult education, recrea- 
tion, and day care services for nonresidents. 

A rehabilitation, training, and research center. 

A spiritual facility (with a well-rounded religious program). 

A diagnostic center (for study and evaluation of older people and their 
adjustment. 

These multiple functions, services, and programs to achieve satisfying, well- 


rounded opportunities for older people, meeting their social, emotional, physical, 
and spiritual needs. 


TOWARD A DEFINITION OF A MODERN HOME FoR AGED 


(By Ted Rosen, San Diego Hebrew Home for Aged) 


The following are some of my views on a definition of a home for the aged: 

(1) As differentiated from a hospital, a home for the aged is basically a 
place to live. A hospital is basically a place to leave. 

(2) A home for the aged is a social agency where social, medical, and thera- 
peutic elements of care and service are coordinated and interrelated. How- 
ever, in terms of priority of objectives, the individual resident’s and resident 
group’s meaningful and satisfying social functioning in the total living situation 
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of the group setting of the home is on top. Medical and therapeutic services 
and facilities are on tap to be used to realize this basic goal. 

(3) What is unique about a home for aged is that it serves those physically 
and emotionally disabled and socially dislocated elderly people who require a 
package deal of integrated services, which are readily available in one location 
and at one time. All other aged persons in homes for the aged are there by 
default, for example, the lack of noninstitutional facilities and services (which, 
if available, would have met their needs within the community) left no other 
alternative but for them to enter a home for the aged. 

(4) A home for the aged is not a last resort or end of the road. Rather, it is 
a specific kind of service within a spectrum of free-flowing community services 
to be used by a particular kind of elderly person precisely at the time he needs 
it most. 


TOWARD A DEFINITION OF A MODERN HOME FOR THE AGED 
(By Martin S. Freeman, Hebrew Home for Aged, Inc., Hartford, Conn.) 


A home for the aged is a physical structure designed to house congregately 
aged persons who through social, economic, or health factors need or desire a 
protective group environment so that they may avail themselves of a specific 
battery of services that each home for the aged provides. Health factors are 
stressed in particular, since a protracted longevity brings with it a high inci- 
dence of deteriorative diseases that make medical and nursing care a com- 
pelling component of the overall program. 


HOME FOR THE AGED—A DEFINITION 
(By Max Alexander, Providence, R.I.) 


A facility designated, staffed, and equipped for the accommodation of elderly 
men and women who are socially, physically, mentally, and emotionally handi- 
capped, the common denominator being their need for protective care. Itisa 
combination of hotel, sanitarium, and nursing home and must have in addition 
to good housing all facilities for social, physical, and medical care so that the 
aged can retain and regain a measure of usefulness and self-reliance. 





TOWARD A DEFINITION OF HOME FOR AGED 
(By Jacob G. Gold, Orthodox Jewish Home for Aged, Chicago, Ill.) 


The modern home for aged is an institution or multifunctional agency where 
medical attention and related professional services, including skilled nursing 
care, preventive environment, rehabilitative facilities, and others are available 
under prescription by and performed under the direction of staff licensed to 
perform such services. 

In this institution the concern is for the whole individual—physical, mental, 
emotional, spiritual, and social. His or her needs are skillfully diagnosed, eval- 
uated, and treated. A complete social study of the applicant is made preceding 
admission to this institution. 

(a) The investigations related to admission into nursing home, public hous- 
ing, or a domiciliary arrangement usually relate more to the financial background 
of the parties interested and their responsibility to the applicant. 

(b) In most general hospitals the social service department relates only to the 
service cases and not to the private patient. 

(c) The “Guide for State Survey on Aging” of the U.S. Department of Health, 
Edueation, and Welfare on page 103 lists “Intake Service for Homes for Aged” 
as a source of social services for older people. Please note the omission of other 
institutions as hospitals, nursing homes, ete. The point is that the home for 
aged is a comprehensive service for the whole person. 
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PREPARED STATEMENT OF JAY L. RONEY, PUBLIC WELFARE PROJECT ON AGING, 
AMERICAN PUBLIC WELFARE ASSOCIATION 


The American Public Welfare Association is submitting this statement of its 
work in the field of services to the aged and aging. Since June 16, 17, and 18, 
1959, when national organizations appeared at the hearings before the Senate 
subeommittee in Washington, D.C., the association has initiated its public 
welfare project on aging. We wish, therefore, to submit for incorporation in 
your hearings for the committee’s use our findings to date. In addition, we 
wish to point up the activity which has taken place at the recent meeting of 
the association’s committee on aging and at the APWA biennial round table 
conference held in Washington, D.C., December 2-5, 1959. 


AMERICAN PUBLIC WELFARE ASSOCIATION 


The APWA is the national voluntary organization of local, State, and Federal 
public welfare departments and of public welfare officials and workers at all 
levels of government. Its present membership consists of approximately 1,600 
agencies representing public welfare at both the State and local level, as well 
as a number of agencies in the voluntary welfare field in addition to approxi- 
mately 6,000 individual members. We are aware of the needs of the aged 
as seen by public welfare departments through more than 3,000 counties through- 
out the Nation. These departments employ over 70,000 persons to provide 
financial assistance and related services for all groups of needy persons. The 
association is recognized as the national spokesman for public welfare by na- 
tional organizations and agencies in the social welfare and health fields, and 
by other groups concerned with broad health and welfare problems. 

Since its organization in 1930, the association has always been concerned with 
assisting public welfare agencies to administer effectively the programs for 
which they have responsibility and to develop programs which are needed to 
improve the welfare of all citizens and the Nation. It performs the unique 
role of serving Federal, State and local public welfare agencies in relation 
to each other, while at the same time bringing representatives of these levels 
of Government together under its auspices. It works closely with Federal 
agencies, especially the Department of Health, Education, and Welfare, and 
more particularly the Social Security Administration, with reference to policy, 
personnel, legislation, and program. 

The association has had a longtime vital interest in the needs of the aging 
and the plans for meeting them through public welfare resources. In all of 
our activities relating to the aging we have cooperated with other national 
organizations and Federal agencies, and representatives of these groups par- 
ticipate in our committee work and other activities. The association has been 
intimately involved in many national developments in the field of aging through 
its relationships with organizations and agencies working intensively in this 
area of community service. Our interest in this field has existed for many 
years, as evidenced by articles on aging contained in our journal, Public Wel- 
fare, and through inclusion of this subject in various conferences. Since 1952, 
when the association first received a grant from the Doris Duke Foundation, 
special staff time has been devoted to work in the field of aging and the asso- 
ciation has had a committee on aging considering the diverse problems which 
confront public welfare departments as they work with the aging. A variety 
of methods have been used in providing leadership and help in this specific 
area. These include: 

(a) Programs regarding all aspects of aging at six annual regional con- 
ferences and at the biennial round table conferences of the association: 
the most recent Biennial Conference held in Washington, D.C., December 
2-5, 1959, included seven sessions on various aspects of aging (for the 
subjects of these sessions, see app. A); 

(b) Publications specifically devoted to aging, such as the series of 13 
pamphlets, noted in the attached appendix B; 

(c) Inclusion of special articles on aging in our journal, Public Welfare: 

(d) The Special Advisory Committee on Aging, noted above; 

(e) Consultation to States; 


(f) Institutes and workshops which included emphasis on aging. 
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FEDERAL LEGISLATIVE OBJECTIVES 


Each year the association reviews and adopts Federal legislative objectives 
which serve as policy statements. Dr. Ellen Winston, in her testimony before 
the Senate subcommittee on June 18, 1959, included these in the record. We 
should particularly like to call attention to those that are pertinent to the field 
of services to the aging, numbered according to the document submitted : 

2. “Federal financial aid should be available to assist States in carrying 
out publie welfare responsibility for preventive, protective and rehabilita- 
tive services to all who require them, irrespective of financial need. 

8. “The Federal Government should participate financially in the develop- 
ment of specialized services for the aged, irrespective of financial need. 

18. “Adequate Federal funds should be authorized on a permanent basis 
to assist States in training staff for state and local public welfare programs 
and moneys should be appropriated for this purpose.” 


PUBLIC WELFARE PROJECT ON AGING 


In August 1959, the association inauguarated a special public welfare project 
on aging made possible through a 4-year grant provided by the Ford Foundation 
to enable the association “to help State and local public welfare agencies to 
establish and operate or expand and improve programs designed to meet the 
social, economic, and health needs of aging people.” The specific objectives 
of the project to carry out this purpose are: (1) to stimulate and aid State and 
local public welfare departments in developing well-rounded programs for older 
persons; (2) to provide training to equip public welfare staffs for efficient 
operation of effective programs; and (38) to plan and engage in research and 
demonstration programs which will strengthen public welfare services to the 
aging. It is intended to accomplish these through staff training activities, 
through research and demonstration, through issuance of publications, and 
through consultation to public welfare agencies. 

Mr. Jay L. Roney, formerly Director of the Bureau of Public Assistance, 
Social Security Administration, Department of Health, Education, and Welfare, 
has assumed directorship of this project. 

One of the first activities of the project was directed toward securing infor- 
mation from all State welfare departments concerning present and planned 
activities in relation to the aging. A questionnaire was sent to all State direc- 
tors requesting information in several areas: (1) Present welfare agency 
functions, services and activities in relation to aging persons; (2) other State 
aging activities in which the public welfare agency has an interest; (3) the 
greatest needs of the public welfare agency to more effectively meet the problems 
of the aging; and (4) assignment of a special person or unit responsible for 
aging activity within the agency. 

Replies, received from more than 90 percent of the jurisdictions, although 
varying in comprehensiveness, details and uniformity, provided sufficient pre- 
liminary information to determine current activities, pressing problems and 
specific resources which need development for meeting the need of the aging 
population. Of considerable interest and importance was the involvement on 
the part of all States in State commissions on the aging in preparation for the 
White House Conference on Aging. The extent of responsibilities varied: 
from executive secretary, to organizer, to participant and, in some instances, 
the use of space and some staff for the use of these commissions. 


NEEDS OF THE AGING 


Replies from the State departments of welfare have pointed up specific needs 
of the aging as well as specific problems faced by public welfare agencies as they 
strive to provide services to meet these needs. These findings have also been 
corroborated by the Committee on Aging at its meetings. 


1. Income maintenance 


Although there has been improvements in the amount of cash benefits in 
OASDI and in maintenance payments in OAA, the incomes of the vast majority 
of our aged citizens are still inadequate to provide even the bare necessities 
of life. We are well aware that most of the aged have low incomes and that 
employment for aged men is declining. For OAA recipients, the amount of 
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grants in some States is low; in others, there exist “maximum ceilings,” thus 
creating an inadequate level of assistance to meet the specific needs of an aged 
person which would help him maintain dignity and self-respect. 

For those who are able to work but, because of age, cannot find employment, 
the problem of securing full- or part-time work constitutes a real problem. There 
is need for the aging to feel useful and have a sense of participation in com- 
munity life. The extent of public welfare responsibility for income maintenance 
will be primarily determined by the extent of other governmental programs 
and the adequacy of benefits to meet a reasonable standard of living. 


2. Financing health services 


The problem of financing health services is the most serious one confronting 
aged persons at this time. States and local public welfare agencies report that, 
more and more, those aged persons who apply for OAA do so because their 
medical needs cannot be met from their limited incomes. Whereas cash benefits 
under the OASDI program are in many instances sufficient for the individual’s 
maintenance requirements, it is rare that medical costs can be met unless the 
aged person has considerable other income and resources. It seems clear that 
many older persons are far less able than other groups in our population to meet 
their own medical bills. Persons who do not qualify for public assistance (and 
in many States the individual who does not need money for maintenance cannot 
qualify for medical assistance) must turn to private charity, public institutions, 
or go without medical care. 

These statements regarding this need of aged persons led the American Public 
Welfare Association to incorporate in its Federal legislative objectives the 
following statement: “Health costs of old-age, survivors, and disability insurance 
beneficiaries should be financed through the OASDI program. Arrangements 
for achieving this objective should take into account the priority needs of the 
groups to be served; availability of facilities, personnel, and services; and pro- 
tection and encouragement of high quality of care, including the organization 
of health and related services to effect appropriate utilization of services and 
facilities.” 


8. Housing 


Because many aged persons are receiving a limited, inadequate OAA grant, 
the States reported that many older persons are living in inadequate, unsuitable, 
unsafe, and relatively high-cost quarters. The limitations of numbers and the 
high costs of private rentals have made many existing housing facilities unat- 
tainable for aged persons receiving OAA. The changing family structure, the 
changing aspects of family responsibility, including the mobility of both parents 
and children, indicate the need for older people to maintain their independence 
as long as possible. Provision of safe, adequate, and suitable housing serves 
as one measure toward this objective. Also reported was the need for adapta- 
tion of the present residences in which the aged live in terms of their limited 
capacities to maintain a large house. 


4. Need for obtaining adequate social services, including meaningful activities 


It was recognized by the directors of public welfare departments that the scope 
of provision of essential social services was dependent on the professional 
competency of social workers and the availability of community resources. Al- 
though some States and some local communities reported one or several of the 
following social services, in general, the extent of services offered the aging is 
limited because of the high number of untrained staff and the high caseloads 
assigned to them. Some of the basic services, now generally lacking, but which 
have real import to the aging, are the following: 

(a) Casework and counselling services—Helping plan with the individual 
prior to the onset of an acute problem, frequently prevents a more serious out- 
break of a problem and provides the necessary reassurance, support and security 
which is so essential to the comfort of the aged. Interpreting and securing 
psychological support from relatives and strengthening family ties require time 
and effort. Planning for changes in living arrangements and preparing the in- 
dividual for some of the inevitable changes which may occur alleviates fear 
and loneliness, Helping locate resources and planning for their use, both 
medical and recreational, is necessary in many cases. Caseloads are now so 
high that little time is provided for services to aging recipients. 

(b) Congregate and domiciliary care—Adequacy in number and facilities 
provided in nursing homes, congregate homes and in foster care homes was 
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reported as presently lacking. There is need for occupational and physical 
therapy within these homes to restore persons on the way toward improved 
self-help and self-care. Some of the existing homes are inadequate and, in some 
States, a continuous program of improvement is needed. Simultaneously needed 
are provision of adequate living arrangements to help persons return to their 
own communities as soon as they are able to do so. 

(c) Provision of homemaker services and friendly visitors—To permit the 
aging to remain in their own homes as long as possible, requires homemakers 
and housekeepers to assist in those housekeeping activities which the older 
person can no longer handle. Closely related is providing psychological and 
social support. Some States reported that organization of friendly volunteer 
visitor services for homebound and infirm people, either in their own homes or 
nursing homes and other institutions, would serve a pronounced need. 

(d) Recreation and meaningful activities—With the exception of some urban 
centers, a spottiness of recreation or meaningful leisure time activities offered 
was described. Although many communities offer a variety of garden clubs, 
hobby exhibits, picnics, etc., the need for day care centers, multiservice centers, 
and sheltered workshops serve a real purpose and require development. 

(e) Protective services.—In several States, where considerable attention has 
been paid to the needs of the aging, protective services for the old-person who 
can no longer handle his own affairs is required. The public welfare agencies 
see this as an area in which casework services, together with cooperation with 
legal authorities, require adequate interpretation and supportive help. 





5. Funds for training and research 

Additional funds are essential to meet training and research needs in public 
welfare. These include: 

(a) More adequately trained staff—With few exceptions, there was recogni- 
tion that the present responsibilities of public welfare staff made it almost im- 
possible to reduce caseloads. There was recognition that acute problems were 
met but that visits to these recipients were restricted, because of lack of time, 
and casework services were meager. Casework staff, for the most part, were 
professionally untrained. The need for inservice training directed toward a 
broad understanding of the social, emotional, and health needs of the aging, an 
awareness of resources and methods of encouraging individuals to make use of 
existing opportunities within their capacities was underscored. Inservice train- 
ing, as seen through the State reports, was recommended for all levels of staff: 
administrators, consultants, supervisors, and caseworkers. Funds for such 
training are urged. 

(b) More adequately trained community leaders.—Cited as a marked need 
among many States was absence of adequate leadership in fields of administra- 
tive planning to meet the needs of aging, organization of community resources, 
publie relations and public information. There was an indication that, in the 
absence of an organized welfare council, the local public welfare director has 
responsibility for assuming the role of community leader in the field of organiz- 
ing attention on the aging. 

(c) Research, demonstration, information, consultation —The focus on aging 
within recent years and the need to substantiate planning may account for the 
numerous requests from public welfare directors to conduct research and demon- 
stration projects in various areas: community organization, determining com- 
munity needs and resources of the aged, effect of reduced caseloads, homemaker 
services, foster care, costs of nursing home care, evaluation of the guardianship 
process, etc. Some States indicated a need for overall program planning; others 
wished assistance in specific areas. One outstanding limitation was the lack of 
funds for research and demonstrations. To some extent, States asked for shar- 
ing of information as to successful projects, newly established institutions or 
services in other States, mental hygiene programs, and centralized referral 
services. 

CONCLUSIONS 


From our findings to date, it seems clear that public welfare, through its 
awareness and knowledge of the needs of older people, should continue to work 
in areas where other community agencies cannot be encouraged to undertake 
specific responsibilities. Of great importance is the coordination of activities of 
Federal, national, local, and voluntary organizations. Within the public welfare 
field, administration must move into the area of creating, improving, and ex- 
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panding services to the aging, supplemented by inservice training to all levels 
of staff. 

You may be interested in knowing that the American Public Welfare Associa- 
tion’s Committee on Aging has just submitted a report on defining the social 
service needs of older people and the role of public welfare in meeting these 
needs. When it has been approved and is available for publication, we shall be 
glad to send you a copy. 

We appreciate the opportunity given us of submitting this report and wish to 
express our sincere interest in the subcommittee’s work. 


APPENDIX A 


Sessions on Aging at the APWA National Biennial Round Table Conference, 
Hotel Statler, Washington, D.C., December 2-5, 10959 


=v, 
Wednesday, December 2 
SFFECTIVE EXPERIENCES IN MEETING THE NEEDS OF THE AGING 


In many parts of the Nation public welfare departments, in cooperation wita 
departments of health, mental hygiene, rehabilitation, and housing, have made 
progress in effectively meeting the needs of the aging. This program will de- 
scribe some representative activities in the United States and Canada. 


Thursday, December 3 
NEEDS OF OLDER PEOPLE—CAN CASEWORK HELP? 


The need for adequate social services is increasingly recognized by public 
welfare agencies as they proceed in developing effective programs for meeting 
the needs of older people. Basic social services to older people must encompass 
meeting total economic, health, housing, and casework needs. This session will 
define the social service needs of older people and the implications for casework 
in public welfare agencies. 


ADMINISTRATIVE PLANNING FOR SERVICES FOR THE AGING 


Careful planning and execution of public welfare services for the aging re- 
quires conviction on the part of administration about the principles of sound 
management, staff training, and effective community interpretation. This ses- 
sion will cover the role of the administrator in relation to the agency, staff, and 
community in attaining program objectives. 


Friday, December 4 
GOVERNMENT MOVES AHEAD IN THE AGING FIELD 


The last year has seen Federal and State Governments place more vigorous 
emphasis on evaluating the needs of the aging with a view toward determining 
the best ways of meeting them through legislation, program planning, and citi- 
zen participation. This session will review the present plans of Federal and 
State groups in this field. The discussion will relate to the implications of 
these activities for APWA’s public welfare project on aging. 


Friday, December 4 


MOBILIZING COMMUNITY HELP FOR THE AGING 


The many and diversified needs of the aging require coordinated, balanced, 
and imaginative approaches in community planning to utilize fully existing com- 
munity resources and planning for additional ones. Studies of need, intelli- 
gently collected, interpreted facts, and constructive recommendations require 
coordinated efforts by public and voluntary agencies to bring about concerted 
action. How to develop and execute such plans to meet the needs of older people 
and the community most effectively will be the content of this session. 
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Saturday, December 5 
HEALTH NEEDS OF THE AGED: NEW APPROACHES 


This session will include reports on what the aged themselves think and do 
about their health needs, what voluntary health plans offer, and a new approach 
in public welfare. 

PROTECTIVE SERVICES FOR OLDER PEOPLE 


Public welfare must look critically at the needs of older people and plan pro- 
grams to provide protective services for those older adults who are handicapped 
by emotional and physical disabilities. This session will evaluate those needs 
which require special attention through guardianship arrangements, special 
housing and service facilities, and related social services. 





PREPARED STATEMENT OF THE SoOcIAL EDUCATION AND ACTION COMMITTEE OF THE 
DertTrRoIr FEDERATION OF SETTLEMENTS 


Submitted by Gladys Duppstadt, President, Detroit Federation of Settlements 
and Neighborhood Centers, and Frankie W. Jacobs, Chairman, Social Educa- 
tion and Action Committee 


The Social Edueation and Action Committee of the Detroit Federation of Set- 
tlements is presenting the following testimony. Detroit has 18 settlement 
houses. All work with aged men and women living in the neighborhoods of 
these community centers. Many of our members live in the poorest areas of the 
city. We provide club programs for leisure time and counseling around prob- 
lems of health, education, transportation, and housing. Settlements have 
worked with elderly people in Detroit for more than 75 years. Our experiences 
with thousands of these people lead us to the following observations and 
recommendations : 

HOUSING 


Just as testimony to your committee has indicated to be true in other cities, 
adequate housing is a major problem in Detroit. What is satisfactory housing 
for those of us under 60 needs to be adjusted to fit the physical infirmities com- 
mon to increasing age. 

As their family unit diminishes or divides, aged parents are faced with 
declining income and are frequently forced for financial reasons to find other 
housing. This is further aggravated when one of the couple dies. Many of the 
people who come to the settlements have as their only source of income old-age 
assistance which provides less than $1,000 a year for all expenses. These people 
who remain in their own homes cannot afford to repair and maintain them 
according to the city building codes. Often the common safety features in 
houses, such as railings on outside stairs and bright lights in halls are missing. 
Additional safety features especially desirable for elderly people, such as bathtub 
and shower railings, ramps as well as ground level housing, and safety devices 
for heating and cooking are completely out of the picture. 

Last winter an elderly club member requested a settlement worker to help her 
shop for food. Going home that evening with the neighbor the worker noted 
that the neighbor had difficulty getting in the house, for she had to enter by the 
side and up a flight of icy rickety stairs without the benefit of a handrail. The 
door opened to a central hall dimly lit by a 10-watt bulb. This woman was 
living in one room, sharing kitchen and bathroom facilities with six other elderly 
men and women. This unsafe housing is a typical situation among club mem- 
bers. Public low-cost housing specifically designed for people over 60 years of 
age—both single and married couples—would help to eliminate such health and 
personal security hazards. 

HEALTH 


As social workers we are greatly concerned about and interested in the emo- 
tional and physical health of our senior citizens. The vast majority of people 
with whom we come in contact are single people by virtue of being widows or 
widowers. Their family contacts are limited. They have few friends remain- 
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ing. They are not gainfully employed. There has been nothing in our culture 
to prepare them for this new experience. They are lonely. We try to make 
their declining years as pleasant as possible through our club programs. It is 
common to find our elderly neighbors arriving at 10: 30 a.m. at the settlement for 
a 1:30 p.m. club meeting, and reluctantly leaving only when another age group 
arrives to use the same space. 

In our individual counseling we often hear such expressions as “My daughter 
comes only when she wants to leave her children with me,” ““My son-in-law does 
not want me around because he says I spoil the children,” and “I was sick for 
2 weeks and nobody came to see me.” We feel that more needs to be done with 
younger adults, those people who 10, 20, 30 years from now will be our senior 
citizens, to prepare them adequately for retirement. This is done on a small 
seale by the unions and private agencies but an all-inclusive program is needed. 
The Federal Government should provide such a service. 

A questionnaire among 29 neighbors over 60 attending one settlement brought 
out the fact that 23 were sick for 3 or more days this year. All of these neigh- 
bors felt that they needed a doctor’s care but seven did not have this care be- 
eause they said that they had no money to pay the doctor nor to pay for trans- 
portation to get to the clinic. Six others did receive medical care from the city. 

Home nursing care for the aged, well supervised, needs to be publicized and 
made more widely available. Adequate medical insurances could pay for nurs- 
ing care and doctor’s treatment. 

Physical health and the state of well-being depends on a balanced diet. In- 
adequate allotment of funds does not allow the aging to eat well, even if they 
know how to budget. Increased social security benefits would help in this 
area. 

Some surplus foods (cheese and butter) have been removed from the list 
causing a deficiency in the diet; and nutritionists state that these basic foods are 
essential to a balanced diet. Some improved method is needed to make known 
the varied uses of surplus commdities. 


EMPLOYMENT 


Being a person of 60 years of age does not mean that one no longer is phy- 
sically able to work. Many of our neighbors do not have the capacity for work 
because of lack of education (specifically the ability to read and write English) 
as well as poor health. On the other hand, we have found that many of our 
neighbors are fit—a few for strenuous work—a majority for sedentary work, 
at least. 

When we have been able to provide work of making potholders, or stuffing 
envelopes, or similar sedentary employment where members received payment 
for services rendered, great interest was expressed and morale improved. This 
kind of part-time employment is limited. Even more scarce are full-time 
possibilities. 

We feel that a Federal vocational training program is needed. Such a pro- 
gram should utilize visual aid materials extensivaly in recognition of language 
difficulties and low educational attainment. The Government’s efforts in stim- 
ulating the public acceptance of hiring people over 60 is commendable and should 
be continued. 

Legislation introduced in earlier sessions of Congress to help train public 
assistance workers so that they could operate more efficiently in helping the aged 
with budgeting, health, and emotional problems is vital. Insufficient income, 
lack of education, inadequate housing, poor health are interrelated. Well- 
trained workers with our senior citizens and Federal help in the areas mentioned 
(increased social security benefits, housing for the elderly, medical insurance, 
surplus commodities, employment, and education) can make our declining years 


more comfortable so that when we refer to our neighbors as Golden Agers, we 
means just that. 





PARTICIPATING AGENCIES OF THE DETROIT FEDERATION OF SETTLEMENTS AND NEIGH- 
BORHOOD CENTERS, 1959-60 


Area Service Association, 195 West Nine Mile Rd., Ferndale, Mich. 

Brightmoor Community Center, 14451 Burt Rd., Detroit, Mich. 

Casa Maria Community Center, 1500 Trumbull, Detroit, Mich. 

Catholic Youth Organization Settlement Services, Gabriel Richard Bldg., 305 
Michigan Ave., Detroit, Mich. 

















er 9p wed et ty hp ot 


eee 


a 


THE AGED AND THE AGING IN THE UNITED STATES 2257 


Franklin Settlement, 3360 Charlevoix, Detroit, Mich. 

Neighborhood Club, 17145 Waterloo, Grosse Pointe, Mich. 
Neighborhood Services Organization, 51 West Warren, Detroit, Mich. 
Protestant Community Services, 6201 Farr Ave., Detroit, Mich. 
Rouge-Ecorse United Centers, 168 Great Lakes, River Rouge, Mich. 
Sophie Wright Settlement, 4141 Mitchell Ave., Detroit, Mich. 

St. Peter Claver Community House, 450 Eliot St., Detroit, Mich. 


PERSONS HELPING PREPARE THIS STATEMENT 


Frances Petross, Rouge-Ecorse United Centers. 
Clara Siweczkowska, Polish Activities League. 
Casmira Reynolds, St. Elizabeth’s Community House. 
Alice Lamont, Harper House. 

Merle Zolnierezak, Harper House. 

Gladys Duppstadt, Protestant Community Services. 
Julia Barker, Franklin Settlement. 

Peter Lewandowski, Sophie Wright Settlement. 
Barbara Brown, St. Peter Claver. 

Joe Jennings, Rouge-Ecorse United Centers. 

Calvin Gaiter, Protestant Community Services. 
George Brock, Area Service Association. 

John Bartholomew, Sophie Wright Settlement. 
Marvin Fine, Rouge-Ecorse United Centers. 
Frankie W. Jacobs, Sophie Wright Settlement. 


The hearing is adjourned. 


(Whereupon, at 5:15 p.m., the hearing in the above-entitled matter 
was adjourned. ) 








~ OR  e oer se 


eee pee 


eRe 


APPENDIX 





“THE AGED AND THE AGING IN NEW YORK CITY” 
INTERDEPARTMENTAL HEALTH COUNCIL, CITY OF NEW YORK, DECEMBER 1959 
FOREWORD 


“The Aged and Aging in New York City” has been prepared in response to a 
request from Senator McNamara, chairman of the U.S. Senate Subcommittee on 
Problems of the Aged and Aging, which is conducting a comprehensive study 
of all questions relating to the aged and aging. 

This report which consists of a letter from Mayor Robert F. Wagner to 
Senator McNamara, together with the material assembled for the mayor by 
his interdepartmentl health council, reviews what New York City is doing to 
help its older citizens, identifies major gaps in services, and contains proposals 
for needed Federal action. 

In making the report available to others who may find it useful, the interde- 
partmental health council wishes to emphasize that the programs designed to 
help older persons meet their pressing economic, social, and health needs which 
are dealt with separately in the report are, in fact, closely related and require 
maximum coordination for effective service. 

The report was prepared by Elizabeth Speare, executive secretary, interde- 
partmental health council, and Nora K. Piore, consultant on medical economics, 
department of health. The New York City Housing Authority developed the 
housing section; the community mental health board the section on mental 
health. The departments of health, hospitals, welfare, and the hospital council 
of Greater New York contributer to the material on income maintenance, health 
and medical care, and supportive social services. 

The city of New York interdepartmental health council: 

Leona Baumgartner, M.D., chairman, commissioner, department of health. 

Harvey J. Tompkins, M.D., chairman, community mental health board. 

Morris A. Jacobs, M.D., commissioner, department of hospitals. 

James R. Dumpson, commissioner, department of welfare. 


Ciry oF NEw YORK, 
OFFICE OF THE MAYOR, 
New York, N.Y., December 16, 1959. 
Hon. PAT MCNAMARA, 
Chairman, Senate Subeommittee on Problems of the Aged and Aging, 
The Senate, Washington, D.C. 


DEAR SENATOR MCNAMARA: I am glad to have the opportunity to share with 
your subcommittee the experience of New York City with respect to the problems 
of its aged and aging citizens and to place before you what seem to us the areas 
where Federal leadership and support are necessary to deal with their needs. 

We have assembled, and I have attached to this letter, some materials which 
lay out in greater detail our views of the problems, what we are doing to meet 
them, what we see as unmet needs and where we think we have identified 
courses of action which could help our community most successfully to meet its 
responsibility to its senior citizens. In this material we have concentrated 
on the programs with which our several public departments having major 
commitments to the welfare of the aged are most vitally concerned. These are 
income maintenance, medical care, housing, mental health, supportive social 
services. 

As I look over our record, I am proud to see in how many ways New York 
City has been a pioneer in focusing public attention on and developing services 
for its nearly 800,000 aged citizens who constitute about one-tenth of our popu- 
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lation. As early as 1945, a mayor’s advisory committee for the aged was 
established to keep this office and the community apprised of problems faced by 
our senior citizens and to seek solutions to these problems. 

Under the leadership of the New York City Department of Welfare, the first 
day center for older people in this country was organized in 1943. In the 
same year, the New York City Housing Authority began to design and construct 
special apartments for aged persons in low-rent housing projects. The first 
hobby show by and for older people, forerunner of the many now held through- 
out the country, was a New York City first, 13 years ago. New York City has 
been in the forefront in developing foster home care and homemaker services 
for the elderly and in developing hospital-based medical home care programs 
which serve large numbers of chronically ill, aged persons. We have recently 
initiated what we believe is a most important program of infirmary care or 
homesteads as an integral part of our municipal hospital system. In these 
areas we provide medical and nursing supervision to patients no longer requiring 
active hospital care. 

While we have dealt in separate sections of this report with the various 
problems that confront aged persons and confront the city in planning its services, 
we are keenly aware that these problems and service programs are closely inter- 
related. The Interdepartmental Health Council of the City of New York com- 
posed of the commissioners of health, hospitals, and welfare, and the director 
of the community mental health board in their planning and coordination of 
public services in the broad field of health give high priority to the need for 
effective coordination of public services to the aged. 

As I review the record I am submitting to you, I am proud of what we have 
done but I am also struck by how much more needs to be done. The area of 
health and medical care, in particular, is one where along with many outstanding 
accomplishments we have to recognize that we have the least satisfactory and 
orderly arrangements to insure the security and welfare of the aged. This isa 
serious gap in the chain of programs. 

You will find that almost all the appended material get around to the question 
of appropriations of additional public funds. With our limited taxing power 
and within the scope of New York City’s commitment to social welfare, we have 
strained our local resources almost to the breaking point. I am convinced that 
the sharing of support by the Federal Government, the States, and the localities 
in each of our programs needs careful review. Under the present arrangements, 
in our efforts to meet sheer volume we must sometimes neglect opportunities to 
improve quality. In attempting to meet urgent health and social needs, we are 
often forced to borrow from Peter to pay Paul. Our schools, police force, courts, 
and other sectors of the public welfare which depend on local taxes are in danger 
of being undernourished. Some of the services we would like to initiate or 
expand must now give way before the necessity to concentrate on the cost of 
public assistance and of medical care for the aged. 

Before discussing specifics, I would like to share with you some general obser- 
vations which seem to me must be kept in mind as we on the local level and you 
on the national level consider social measures required for the benefit of the aged. 
The first of these observations is that fundamentally the well-being of our 
aged population depends on the economic health of our local community and 
the Nation. The most important steps that the Congress, the States and the 
localities can take are ones which assure our economic and social vitality, stimu- 
late and encourage economic growth, and permit citizens of all ages to share 
equitably in economic progress. 

In the second place the well-being of the aged, as of all other groups depends 
upon the arrangements which we make to assure that they participate in our 
generally rising American standard of living. Arrangements should be such 
that our citizens accumulate individual resources through savings and social 
insurance benefits during their productive years. When these are insufficient, 
persons who have put in a lifetime of productive employment must be able to 
rely on a kind of social credit to supplement their individual resources—a credit 
that will give them access to housing, health service, institutional care when it 
is required, counseling and other social services when these are needed. 

Next, we must clearly recognize that the foundation for a secure and serene 
old age is laid in adult life. We cannot expect that if we fall short in meeting 
our community responsibility for our people in terms of health, education, em- 
ployment, housing during their earlier years, we will be able to meet this deficit 
with a barrage of special services when they are aged. We must try to meet 
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for the present generation of aged persons the deficit created by the absence in 
the past of proper and adequate community resources. We must lay the basis 
now for providing to future generations on reaching retirement, the benefits 
we know how to provide and what we believe will be their future requirements. 

A fourth point is that while the aged have some needs which can best be met 
by services tailored to their requirement, in most instances they do and should 
draw on the community's total employment, housing, health resources and on the 
same pool of medical personnel, recreation leaders, nurses, social workers who 
serve the entire community. In apportioning these resources to meet the urgent 
and competing needs of all ages, provision must be made to see that the aged 
receive a reasonable share of these limited resources. 

Finally, in our planning we must take cognizance that the aged are predomi- 
nantly a low income group but that the unmet needs of the aged are not confined 
only to those at the very bottom of the income scale. Especially in health and 
mental health, and also in housing, social services, education and recreation, 
aged persons whose resources place them well above the indigency level have 
needs which must not be overlooked in the development of our community services 
and public programs. 

I now come to immediate and specific measures, which if adopted, would go 


far in enabling New York City—and other localities—to meet our obligation to 
our aged citizens. 


(1) Increase in the share of Federal participation in the cost of public assistance 


As we point out in the attached materials, the present formula for reimburse- 
ment of public assistance expenditures penalizes localities where, as in New 
York City, because of the high cost of medical care and the comprehensiveness 
of assistance grants, the per capita cost of old age assistance far exceeds the 
Federal ceiling for reimbursement. 

A more equitable arrangement, I believe, would be to amend the Social Security 
Act to remove the present dollar ceiling on reimbursement, to replace it with 
a percentage-of-the-total-cost formula and to extend Federal participation to 
include sharing in the cost of general assistance. 

With the additional funds which would come into the local community we 
could make significant progress in our services to the aged. 


(2) Federal action to increase the housing supply for the elderly 


An adequate amount of decent housing at rentals the elderly can afford is of 
paramount importance. To meet their housing needs, we must increase both the 
total suply of housing and of housing constructed for the elderly. 

The National Housing Conference for many years has recommended 200,000 
federally aided public housing units each year for the next 5 years in order at 
least to meet the needs of low-income families throughout the Nation. As a 
measure to increase the housing supply, this position has my wholehearted sup- 
port. 

I also recommend for your consideration substantially increased appropria- 
tions for loans under the direct loan program to nonprofit corporations so they 
can provide housing and services for the elderly at reasonable rentals. 


(3) Federal action to develop a health insurance program for the aged 


As the appended materials show, an adequate system of health insurance, with 
due safeguards for the quality of care, is urgently needed to provide aged per- 
sons with protection against dependency due to illness and the cost of medical 
care, and to reduce the heavy financial burden now carried by the local com- 
munity. An insurance program would, among other benefits, allow local com- 
munities to concentrate a greater portion of their funds and efforts in improving 
quality of care and in strengthening the organization patterns for rendering 
care. 

The Congress already has under consideration a proposal to amend the Social 
Security Act to include provision for health insurance for OASDI beneficiaries. 
Were such a measure adopted, it should, in my judgment, contain proper safe- 
guards for the quality of care rendered. 

There are also other methods by which the Congress can exercise the necessary 
Federal leadership and authority to achieve equitable, comprehensive, and 
orderly coverage. While there is controversy and disagreement in our com- 
munity as to the most satisfactory method to achieve insurance coverage for the 
aged, there is clear agreement that such coverage is desirable and urgent. 
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(4) Provision of Federal funds on a permanent basis to stimulate and assist local 
communities to expand supportive social services 

The consistency with which each of the attachments points up the need for 
supportive social services such as homemaker services, foster home care, coun- 
seling, recreation is striking evidence of need to develop these services so that 
they are available to all aged in the community, irrespective of their financial 
need. Otherwise, our substantive programs of income maintenance, housing, 
medical care Will fall short of achieving the full benefits intended. 

The methods by which assistance can be furnished by the Federal Government 
to local communities to permit expansion of the services obviously needs care- 
ful study and might take one of several forms, e.g., grants-in-air underwriting 
administrative costs for the organization of services or by matching funds simi- 
lar to the provisions of Federal participation in the cost of public welfare 

These are the measures which as I studied our problem in New York City 
seemed to me should be pinpointed for your attention. As you review our 
materials you will find other proposals which include suggestions for changes 
in the Federal programs of income maintenance and housing; suggestions for 
studies in such areas as the economic status of older people; the effect of private 
pension plans and retirement practices on the welfare of the aged; the design 
and distribution of housing for older people; standards for institutional serv- 
ices—all of which would provide important insights to local communities and 
the Federal Government in shaping future programs. We have also stressed the 
importance of continued support by the Federal Government for research and 
demonstration projects and in the recruitment and training of personnel. 

It is important that the Federal Government stimulate local leadership. But, 
the mobility of our labor force and the structure of our modern industrial 
society is such that many steps required for a sound public policy to deal with 
the needs of the aged can only be taken by the Federal Government, whether 
these be insurance arrangements which can only be put into operation by the 
authority of the Federal Government or whether they be direct financial par- 
ticipation out of Federal tax moneys. 

New York City has expended and will continue to expend an enormous amount 
out of local taxation in all fields of social welfare. We have taken advantage 
of the opportunities to use grants that are made available when matched by 
local funds to expand services and to experiment with new programs. We have 
taken responsible measures to upgrade the quality of the services rendered. 
We are already doing to some extent for some people all the things for which 
we are recommending additional support. 

What I now see as the essential requirement is Federal support to make possible 
the consolidation and sufficiency of local programs where local sources of support 
are too limited to meet the need. It seems unmistakably clear to me that an 
aflluent society such as ours ean afford and, indeed, is obliged to so plan and 
allocate its resources that the needs of our older citizens are dealt 
adequately. 

Sincerely yours, 


with 


Rosert F. WAGNER, Mayor. 
INCOME MAINTENANCE 


Retirement benefits under the Social Security Act form the most important 
single feature of the income maintenance program for New York City’s present 
and future aged. Social insurance has substantially replaced relief as the 
primary bulwark against destitution. In February 1959, benefits paid the 
174.274 old-age beneficiaries and their spouses in New York City amounted to 
over $33 million. 

In 1956, benefits paid out by various social insurance systems to New York 
State residents were five times the amount of public assistance payments. This 
is in sharp contrast to 1940, when relief, based on a means test, totaled twice 
the amount of social insurance payments to New Yorkers. 

Nevertheless, public assistance is still an important element in the network 
of programs to cushion the impact of social and economic hazards and to maintain 
purchasing power. In New York City the cost of income maintenance through 
the Old-Age Assistance (OAA) program in 1958 was $55,185,000 as compared 
with $45,622,000 in 1950 despite a 24.3 percent reduction in caseload over the 
same period. 
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New York City’s aged are fortunate in that State and local policy permits 
assistance grants based on individual family need. An arbitrary dollar ceiling 
is not imposed. Because the Federal formula for reimbursement does not 
apply to expenditures beyond $65 and is fixed at a maximum of $41.50 a month, 
the Federal Government is meeting only a small share of rising welfare costs for 
the aged. Thus, local governments are deprived of revenues sorely needed for 
other responsibilities which are peculiarly local responsibilities such as police, 
fire protection, courts. 

Of the $9,563,000 increase in OAA costs between 1950 and 1958, the major 
share came from local funds—$6,654,000 from New York City funds, $1,606,000 
from New York State funds, leaving $1,303,000 of the increase from Federal 
funds. A large portion of the increase in cost is attributable to medical care. 
Almost 28 percent of our OAA caseload require expensive care in nursing homes, 
old-age homes, or hospitals. This has reflected itself in an increased average 
monthly cost of all OAA cases from $61.58 in 1950 to $98.44 in 1958. The present 
indications are that next year the average cost will exceed $100 per month. In 
New York City, the average cost of care in municipal general hospitals is $28 
per diem. Infirmary care costs $7 to $10 a day. Obviously, few pensions pro- 
vide sufficient income to meet such expenses on a long-term basis. Therefore, 
the increase in numbers of persons in institutional care must continue to reflect 
itself in rising costs for old-age assistance. 

We believe, therefore, it is important for the Congress to modify the present 
reimbursement formula so that the Federal Government makes a more substan- 
tial contribution to the local cost of public assistance for aged persons. We sug- 
gest that revision of the reimbursement formula, basing it on a percentage of 
the total cost of categorical assistance and providing for participation in the 
cost of general assistance, would be more equitable than the present regulations 
and would enable localities to meet their total obligations more fully than under 
the present system. Furthermore, we believe that coverage and benefit level 
provisions for the old-age, survivors, and disability insurance (OASDI) titles 
of the Social Security Act should be kept under close scrutiny. At any point 
where it is found that there is a significant leakage in coverage or that benefit 
levels fail to provide the degree of protection intended, or that retirement earn- 
ing limitations are unrealistic, this basic program should be amended to bring 
it into harmony with the underlying purpose for which the Social Security Act 
Was enacted. 

In common with the rest of the country, New York City has experienced a 
steady decline in the number of persons who require OAA. The average 
monthly OAA caseload of 45,311 is just under 6 percent of our population 65 
years and over. Two-thirds of these aged welfare recipients receive no OASDI 
benefits ; one-third is composed of OASDI beneficiaries who require supplementa- 
tion. Weare, of course, in a transition period in which the number of aged not 
covered or eligible only for minimum benefits is declining. We are concerned 
that especially in New York City with its inflow of unskilled, low-earning work- 
ers there may continue to be a sizable number of persons who, on retirement, 
will either be uncovered because of intermittent employment or eligible only for 
minimum benefits because of consistently low earnings. With the increasing 
cost of medical care, we anticipate that continued and substantial supplementa- 
tion of OASDI benefits will be required. 

We cannot escape the fact that even in our prosperous society, poverty is 
prevalent among the aged. As recently as October 1958, the Community Council 
of Greater New York, our major voluntary coordinating agency, priced the cost 
of a standard budget which would provide “an adequate but moderate level of 
living.” It found the annual cost of the standard budget for retired elderly 
persons to be $1,772 for a male; $1,648 for a female; $2,340 for a couple. In 
contrast, the current maximum benefit under OASI is $1,392 for a single per- 
son and $2,088 for a beneficiary and spouse. 

The current average OASI benefit paid in New York City, based on February 
1959 monthly benefits amounts to $920 for a single person and $1,423 for a bene- 
ficiary and spouse. 

Further evidence of the economic plight of the aged is available from the ex- 
haustive study of incomes and factors associated with low incomes recently com- 
pleted by the New York State interdepartmental committee on low incomes in 
cooperation with the Bureau of Census. Although the detailed data for New 
York City have not yet been published, the study provides a wealth of material 
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for the State as a whole, much of which is applicable to New York City. The 
median money income—defined to include pensions, OASI, public assistance as 
well as earnings, interest, rent, etc., of New York City’s aged closely parallels 
that for the State as a whole: 


Median money income, 1956 





New York 
New State 
York (including 
City New York 
City) 
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Of particular significance is the finding that in New York State, 25.3 percent 
aged males and 68 percent aged females received a money income of under $1,000 
and that 52.8 percent aged males and 80.9 percent aged females received less than 
$2,000 per year. 

These figures coupled with the testimony of voluntary family agencies and 
supported by an intensive study of aged tenants in a low-rent public housing 
project indicate a very considerable number of persons who live on incomes which 
hover around and even below the eligibility level for public assistance. Far more 
than for younger aged persons, the income of aged persons is a fixed-dollar in- 
come. Its purchasing power decreases with inflation. Withdrawal from sav- 
ings cannot be replenished. As a group, the aged lack reserve resources upon 
which to draw for major medical expenses, for the unexpected emergency, for 
the small but continuous “‘little extras” which are essential to dignity and well- 
being, such as telephone, carfare, gifts, recreation. 

Much more information is needed about the economic status of aged persons— 
the amounts and sources of income, budgetary requirements, etc. We strongly 
recommend Federal support for studies which will produce comparable data 
for different sections of the country, similar in scope to the New York State low 
income study. 

Discussion of income maintenance would be incomplete without reference to 
retirement practices and to the rapid growth of private pension plans. Clearly 
we need stimulation of labor and industry toward greater flexibility in hiring 
and retirement policies to permit workers to obtain and remain in gainful em- 
ployment for as long as they are productive. Although we cannot foresee the 
extent of the future impact of private pension plans which supplement social 
security benefits until they become fully operative, it seems to us most important 
that these plans be so devised that workers can make voluntary or involuntary 
changes in employment without seriously jeopardizing their accumulated equity 
and so that the plans do not mitigate against the employment of the older 
worker. These two subjects we believe merit intensive study by the Federal 
Government. 

HOUSING 


The present New York City program 


Of the 800,000 aged citizens constituting approximately 10 percent of the 
total population of New York City, some 32,000 families—in which the head of 
the family is 65 or over—are living in substandard housing. This count does 
not include aged individuals living along or parents and relatives 65 and over 
who, as part of a family group, are also living in substandard or overcrowded 
housing. Although we have already made some significant beginnings in New 
York City, the necessity of providing safe, sanitary, and decent housing at a 
rental which the aging can afford is still a problem which must be tackled on 
all levels of government—local, State and Federal. 

The New York City Housing Authority, under the provision of the New York 
State public housing law passed in 1939, provided 54 housing units for the aging 
in Fort Greene Houses, the first State-aided project in New York City, completed 
in 1943. In 1951, the New York State Division of Housing instructed all author- 
ities to include in future low-rent projects built with State financial assistance, 
a minimum of 5 percent of the apartments specially designed and reserved for 
aged persons. This was increased to 10 percent in February 1957. 
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With the 1956 amendment of the U.S. Housing Act of 1937, which includes 
specific provision for housing the aged, new opportunities were made available to 
the local authority by the redefinition of the term “family” to include single 
persons of 65 years and over, and by increasing the construction limits per 
dwelling unit for this age group. Section 504 of the Housing Act of 1959 further 
broadens the admission policy of local authorities by lowering the age for 
admission to federally aided public housing of elderly women to 62 and to 
individuals who have attaine dthe age of 50 and who are disabled as defined by 
the Social Security Act. 

Through these two programs of federally and State-aided low-income housing, 
the New York City Housing Authority has presently completed 791 units specially 
designed for the aged, and has 384 units under construction. They also have 
417 one-person apartments, not specifically designed for older persons, which 
have been rented to individuals over 60. In addition to these 1,592 dwelling units 
specially designed for the aged, many thousand apartments in our public housing 
program are now occupied by aged persons who are residual members of larger 
family groups. Despite this fact, the need for additional housing for our aged 
in New York City is so obvious it needs no further documentation. 


The housing supply 

Improvement of housing for any part of the population is dependent on more 
and better housing for everyone. Supplying housing for the aging depends to a 
large extent on the progress made in providing housing for all age groups. With 
the aging, it is also essential to remember that—although findings on a national 
seale show that three-fifths of our elderly have incomes under $1,000 a year, 
public housing is not the whole answer. With increased social security and more 
comprehensive pension plans, many older people are in good liquid asset position 
to rent apartments or purchase cooperative and small homes with any accumu- 
lated savings they may have if such apartments and homes are made available. 

To meet the varying needs of older persons, housing should be built in a 
variety of structural types, with rental units in one-story, two-story and multi- 
story buildings. There should be extensive experimentation with different types 
of floor plans—so-called efficiencies, as well as one-bedroom units. For aged 
persons who need semi-institutional rental units, there should be further explora- 
tion and experimentation with provision of certain special facilities not normally 
provided in rental housing, such as common eating facilities, infirmaries, clinical 
services, among others. Despite the success of a broadened program of housing 
specially designed for older people, the bulk of the elderly will continue to live 
in existing structures, because of the impossibility of creating enough supply 
to meet the demand, and within the financial capacity of the older person. 
Further exploration must be carried on to determine how the existing housing 
supply can be best utilized by older people and adapted to their needs. 


Recommendations 

1. The present authorization of 37.000 federally aided public housing units for 
the entire Nation is insufficient to begin to meet the basic housing needs of low- 
income families and individuals. New York City alone has some 400,000 families 
living in substandard housing or in crowded quarters. This does not include 
those families living in substandard housing in our fringe areas—part of the 
metropolitan region. New York State alone could use the entire 37,000 Federal 
units in addition to those provided through its State-aided housing program. 

The Naitonal Housing Conference for many years has recommended 200,000 
public housing units a year for a minimum of 5 years to meet at least the needs 
of low-income families throughout the Nation. This position has our whole- 
hearted support. 

2. The direct loan program of $50 million a year to assist private nonprofit 
corporations to provide housing and related facilities for elderly persons is 
insufficient in size. In addition, the formula prescribing the rate of interest to 
be paid on loans will result in rentals too high to enable a majority of elderly 
persons in need of housing to obtain dwelling units at a rental they can afford 
to pay. 

We, therefore, recommend a substantially increased appropriation for loans 
under this program and a new formula to subsidize these nonprofit corporations 
80 they provide housing and services for the elderly at a reasonable rental. 


43350—60—pt. 817 
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Ancillary services 

The aging process brings with it, inevitably, diminution of physical capacities, 
chronic diseases, infirmities, and senility in various forms. A comprehensive 
housing program must look to the provision of auxiliary services if an aged 
person is to live independently in a household of his own, rather than in an 
institution. The services and facilities, whether they involve medical aid or 
opportunities for social, cultural, or religious activities, should be in the im- 
mediate neighborhood—accessible by easy transportation. A basic minimum 
should be provided in conjunction with the projects for the elderly. These serv- 
ices must include: 

Personal services—Homemaking and housekeeping help provided by trained 
and supervised homemakers; help with shopping when ill; meals-on-wheels 
during periods of temporary illness or convalescence ; help with heavy cleaning 
or difficult household tasks. 

Also needed is help with personal care, such as bathing, shaving, etc., when 
temporarily ill or incapacitated; escort services for the physically or visually 
handicapped. 

Counseling services —Casework and counseling services for everyday living 
problems; help in securing part-time employment; referral for institutional 
placement and for care in nursing homes. These services must be provided 
by trained social workers who know the resources of the community and can 
make appropriate and indicated referrals. 

Recreation 

Most aged today are living in a state of loneliness and frustration. As a 
consequence of involuntary retirement programs or of separation from families 
and friends, many elderly persons are faced with the problem of nothing to do 
and belonging to no one. When the opportunity to work and contribute to the 
productive life of society is removed, resources must be made available to the 
older person to enrich his life and to grow in directions not possible during his 
working years. Facilities for the pursuant of social, recreational, and educa- 
tional interests are basic to any housing program for the elderly so that the 
older years can become a growing and developing process rather than a deterio- 
rating one. 

The New York City Housing Authority, at the present time, has 28 operating 
centers for the aging. Of these, 21 are housed in our regular community cen- 
ters: 7 are located in our State-aided developments, in facilities specially de- 
signed for older people, with a lounge, arts and crafts space, kitchen, outdoor 
terrace, and attendant amenities. We have four completed nonoperating cen- 
ters for which the authority is endeavoring to find a suitable sponsor. In the 
design stage or under construction are 15 additional centers for older people, 
for which the authority is seeking private agency sponsorship, which is be 
coming increasingly difficult because of the “press” on the philanthropic dollar. 
Although the New York City Department of Welfare provides some personnel to 
operate the centers, it cannot begin to meet the need. Despits the availability of 
facilities, the aging in our federally aided low-rent housing projects will be 
unable to participate in group activities because of lack of personnel. Im- 
mediate consideration should be given to the administrative policy of Public 
Housing Administration which does not permit the use of staff for face-to- 
face leadership. 


Recommendations 


In any program where Federal funds are involved, whether through PHA, 
Federal Housing Administration (FHA) insured loans, and direct loans, pro- 
vision should be made through subsidy or otherwise to insure at least the basic 
minimum of (@) facilities for recreation and group programs and (0b) personnel. 
Specifically. this would include: 

1. Federally aided low-rent housing program.—A more realistic formula should 
be adopted by PHA for the provision of nondwelling facilities, in order that space 
for basic services may be provided in conjunction with the dwelling units for 
the elderly. At the present time, PHA allows ten square feet per dwelling unit 
for community programs. This is grossly insufficient, particularly in light of 
the needs of the aging. 

2. The nonprofit organization and the private builder—(u) Where direct Fed- 
eral loans to a nonprofit corporation or FHA insured loans to a private builder 
are authorized for’ housing the elderly, certain basic minimums in the way of 
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the provision of ancillary services must be written into the program or com- 
munities will find—as their projects grow older—that they are committed to a 
volume of medical care, home nursing and housekeeping programs with which 
they are not prepared to cope and an already serious problem will be greatly 
compounded. 

The victims of the lack of planning will be not only the community, but more 
important, the elderly themselves. There must be assurance that space is pro- 
vided at least for common sitting rooms, communal cooking facilities, and out- 
door sitting areas, and provision made for other such built-in devices for com- 
munication to relieve the boredom and isolation of the aged and help to slow 
down the process of deterioration. 

(b) Although nonprofit corporations initiated by philanthropic agencies, 
churches, unions, and other special groups, are aware that a comprehensive 
housing program must look to the provision of auxiliary services if aged persons 
are to continue to live independently, they will need help in the financing of 
these facilities and programs, and must be granted direct subsidy if we are to 
insure that they be provided. 


Conclusion 


A comprehensive program for the elderly is one of the greatest challenges con- 
fronting this country. With the advancement of medical science, we must face 
the problems of a growing aging population. With a place to live and something 
to do, the keystone of any program for the elderly, our aged population will be 
able to live out their years with respect and dignity and continue as participants 
and contributors to our democratic society. 


HEALTH AND MEDICAL CARE 


In medical and health care, there have been many outstanding accomplish- 
ments in the decade or so since public attention began to concentrate on the 
special requirements of the aged. The aged in New York City have benefited by 
our medical and scientific advances. They have had the benefit of this city’s 
high sense of responsibility for meeting the health needs of its citizens. As far 
as the outlook for improving our medical and scientific capability to deal with 
the health needs of the aged, we are in reasonably good shape. City and Federal 
support for research has contributed to and stimulated much of the medical 
progress taking place in New York City. The health problems of the aged have 
received a share of this support. 

As we look toward the improvement of our organizational and fiscal capa- 
bility to deal with the health needs of the aged and to translate our medical 
capability into better health for more people, we face many urgent and difficult 
problems. 

In New York City as elsewhere, the aged require drugs, treatment, hospitali- 
zation, and medical supervision in larger amounts and more often than younger 
persons. They sustain a higher incidence of physical and mental illness; their 
illnessess are of longer duration and often result in a substantial amount of dis- 
ability. The aged characteristically are beset by a multiplicity of afflictions. 
Many of their illnesses originate in their earlier years; many of the aged ill now 
survive due to improved diagnostic and treatment methods. 

In New York City as elsewhere, the health needs of the aged are complicated 
by social and economic factors; characteristically, the aged have a low average 
income and little opportunity to make up through employment inroads on their 
resources resulting from prolonged illness. Many lack adequate health in- 
surance. The large volume of health and related services they require fre- 
quently exhausts their meager resources. Illness is often the precipitation 
factor which alters the status of the individual, and sometimes the family on 
whom he depends, from social and economic independence to indigency. 

We in New York City share with the rest of the country the mounting concern 
about the cost, adequacy, availability, and the quality of medical care for the 
aged. We find that many necessary services are not sufficiently available in the 
community and that the aged often have difficulty in locating and obtaining them 
even when available. We are especialy concerned about— 

Arrangements for the medical supervision and treatment of abulatory 
and homebound aged in the community. 

Availability of a variety of institutional services to meet appropriately 
the different levels of care required. 

Accumulation of preventable health conditions in old age due to lack of 
eare and medical neglect in earlier years. 
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The degree to which existing arrangements for financing medical care 
permit all the aged to share equitably in the benefits of advancing medical 
knowledge. 

The impact of the medical and hospital requirements of the aged on the 
city’s total health and other municipal resources. 

We believe that more satisfactory methods must be devised of assuring that 
the aged will have full access to high quality medical care in a manner and ata 
eost that is manageable to both the individual and the community. From our 
point of view, the search for improved arrangements appears to have these 
aspects: 

(1) Volume and cost of service: What additional mechanisms are required 
and would be most satisfactory to pay the bill for the growing volume and 
rising cost of health services required by the aged. 

(2) Management of health resources: The amount and quality of services for 
the aged depends upon how well we manage our total health resources and how 
effectively they are coordinated. 

(3) Necessary emphasis on the provision of preventive and rehabilitation 
services. 

(4) Development of appropriate institutional facilities and of ambulatory and 
home care services in the community. 

(5) Continued recognition of the importance of medical research in further- 
ing our ability to prevent, treat, and control illness: of social and operational 
research to improve methods of organizing and delivering services; of devising 
and improving methods of assuring medical excellence and a high quality of 
care. 

In viewing the problems of health and medical services for the aged, we be- 
lieve these general considerations should be kept in mind locally and nationally: 

(1) Equal attention should be given to meeting the medical needs of those 
who are already aged and to the positive measures which can be taken to prevent 
an accumulation of health deficits in old age. 

(2) The quality and adequacy of health services for the aged which are 
furnished out of a single pool of health facilities, personnel, and budgets cannot 
be better than the total health resources of the city. Conversely, the impact of 
the volume and cost of medical care required by the aged effects the quality and 
availability of care attained by the rest of the community. 

We are convinced that to find workable solutions, these problems must be 
viewed as a whole and that the steps taken to upgrade the efficiency and effec- 
tiveness of the total health structure in the city and Nation are the steps that 
will enable us to meet the health needs of the aged most successfully. 

Volume and cost 

The large volume of health services which aged persons require and the rising 
cost of modern medical care have a dual impact. On the one hand, there is the 
situation of the individual who must often face and always expect to meet large 
bills at a time of life when income is lowest. On the other hand, there is the 
fiscal situation of the city which must meet an enormous bill for hospital and 
medical care because of individual inability to pay for care out of personal 
resources. 

New York City has a high standard of public responsibility for providing 
essential hospital and medical care to those in need. In fact, New York City 
undertakes to assure that no one is deprived of needed care because of inability 
to pay. 

How large a number of persons are unable to meet a substantial portion of 
their hospital and medical care needs is not fully appreciated. It is generally 
understood that the city furnishes required care to the 350,000 people on public 
assistance. But inability to pay for care is not confined to this 4%4 percent of 
the city’s population who are indigent. 

On the contrary, for every welfare client in New York City who receives hos- 
pital care at public expense, there are four other persons who also receive their 
care at public expense. These are the medically indigent, the persons who can 
meet ordinary living costs but whose income and resources are found upon 
investigation to be insufficient to pay the full hospital bill. 

For every $1 the city spends on hospital care for the indigent, $4 is spent on 
hospital care for the medically indigent. Data on governmental expenditures for 
municipal and voluntary hospital care in New York City in 1957, prepared for 
us by the Hospital Council of Greater New York show that 82.8 percent of 
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these hospital costs for welfare and nonwelfare patients was paid by city money. 
The State shared 17 percent of the cost and the Federal Government participa- 
tion amounted to 0.2 percent. 

At a conservative estimate, New Yorkers in 1957 required and obtained over 
$200 million of local hospital, clinic, nursing home, and infirmary care beyond 
what they could pay for out of pocket and out of health insurance. The hos- 
pital and clinic portion of this deficit of individual capacity to pay for care, 
amounted to at least $182 million, of which $160 million was provided from tax 
funds and private philanthropy contributed the balance. Department of welfare 
payments for welfare patients in long-term care facilities amounted to over $20 
million and an additional $4.5 million was spent for nonhospital medical service 
to welfare patients. And this is not the full story of our public health and 
medical care costs. Department of health expenditures for public health services 
amounted to just under $25 million. Additionally, medical and psychiatric serv- 
ices were provided in schools, courts, institutions for dependent and neglected 
children and in correctional institutions. 

New York City cannot continue to meet this staggering and constantly growing 
bill without jeopardizing the quality of its health services or its support of other 
essential municipal services. Certainly any proposals to expand and improve 
the availability of health services for the aged that would entail additional 
expenditures would have small chance of support under these circumstances. 

What are the alternatives? Unless we were arbitrarily to reduce the volume 
of health services by raising eligibility requirements for free care—at the risk 
of permitting medical neglect; or, unless we permit the quality of services to 
deteriorate by spreading existing resources thinner; or, unless we allocate a 
greater share of municipal revenues to health and hospital care at the expense 
of other municipal services, then the financial burden of furnishing these services 
must be more fully shared by other levels of government better able to develop 
adequate revenue; or, steps must be taken to improve the ability of individuals 
to meet their medical bills and thus to reduce the deficit which the city must 
make up in free care. 

While we do not know precisely how much of this public medical bill is con- 
sumed by the aged, we do know that those aged 65 years and over use pro- 
portionately a larger volume of service than younger aged groups; we know that 
just under one-third of all municipal hospital patients in this city are aged 65 
and over. 

The development of a more satisfactory program of health insurance by which 
over their working lives individuals could accumulate the necessary protection 
to meet the cost of their hospital and medical needs in old age is one obvious 
method of meeting the problem. 

The mobility of our population and the structure of American industry places 
the achievement of this objective outside the realm where the city can deal with 
it. Federal action is required to establish an orderly and comprehensive sys- 
tem of insurance coverage for the aged. 

The Congress is already considering the feasibility of using the social security 
machinery to permit covered persons and their employers to contribute over 
the working years to a fund that would provide health insurance coverage on 
retirement. If such a measure were adopted it should in our judgment set 
proper safeguards for the quality of care rendered in this program. 

There are also other methods by which Congress could exercise the necessary 
leadership and authority to achieve comprehensive coverage. While there is 
controversy in our community as to the best method of achieving coverage, there 
is by now widespread agreement that it is imperative that some method be 
agreed upon to provide this coverage for all our aged. 

From the point of view of the aged individual—and the family on whom he 
may depend—the reasons for a comprehensive health insurance plan are com- 
pelling. According to national estimates, only about three out of eight persons 
aged 65 and over have any health insurance. Relatively few of those covered 
have substantial protection against major medical expense. Many of the aged 
who had insurance while employed are unable to continue coverage even when 
the option of doing so is available to them. Protection against the hazards of 
illness and the attendant cost of medical care is the largest single remaining gap 
in the net work of programs that have been developed to assure our citizens se- 
curity in old age. 

From the point of view of New York City, if the aged were covered by insur- 
ance the alleviation of fiscal pressure on our health institutions would permit 
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us to employ our resources more effectively to increase preventive service, which 
in turn might be expected to reduce the volume of hospital care required; to 
consider new services of medical supervision for the aged; and enable us to 
devote ourselves more effectively to the job of improving the quality of all our 
services to our people. 


Management of health resources 


Of equal importance with developing a sounder fiscal basis for dealing with the 
rising volume and cost of medical care is the need for more effective management 
of health resources, for a more rational organization of services, and for affirma- 
tive steps to assure a high quality of care. 

Efficient management of health resources and steps to assure a high quality 
of service have an important bearing on proposals to increase health insurance 
coverage, irrespective of whether increased coverage results from private or 
public action or a combination of both. We urge that in considering alterna- 
tive formulas for a sounder fiscal base for provision of health services to our 
aged citizens, the Congress give close attention to the quality and organization of 
these services. 

It should be part of public policy to make sure that new fiscal resources 
whether of voluntary or public origin do not operate in a way to underwrite 
or perpetuate facilities and services of substandard quality. Any measures that 
can be taken to focus public attention on these matters and to stimulate the 
search for satisfactory methods of achieving coordinated services of high quality 
will be an important contribution to improved public health and medical care 
for the aging and aged. 

It is the experience of New York City that duplication of effort and dilution 
of responsibility results when medical care functions are lodged in too many 
different agencies. This has occurred as one public program after another has 
been added, in somewhat patchwork fashion, to meet emerging needs and as 
voluntary health services—notably hospitals and insurance plans—have grown 
and changed in performance so as to become, in a sense, quasi-public institutions. 

The city of New York is working toward improved management of its health 
resources in a number of ways including the following: 

(1) An interdepartmental health council composed of the commissioners of 
health, hospitals, welfare, and the director of the community mental health 
hoard has been established and given ongoing responsibility for interdepartmental 
coordination in planning and developing the city’s health services. 

(2) The health research council established by the city last year is, we be- 
lieve, the first municipally supported program in the country to provide research 
funds to stimulate private and public research in health and medicine in areas 
of particular importance to the city, the practical application thereof for the 
benefit of all our citizens. 

(3) The position of administrator of medical welfare services—the medical 
care program for welfare clients—has been placed in the department of health 
to bring to bear on the improvement of medical services to the indigent all the 
professional resources available in a health agency. 

Our purpose in citing these matters of local administration is twofold: 

These steps are of crucial importance to the aged of our community because the 
amount and quality of services available to them depends on how well we 
manage our total resources and because the aged are in special need of well- 
coordinated services. 

It seems to us that the Congress could perhaps take some steps to encourage 
and assist local communities to tool up more rapidly to do the growing medical 
care job that they are being called upon to undertake. The size and scope of 
the programs for which public responsibility is now established offer many 
opportunities to provide medical care through more rational organization and 
coordination of services. Indeed, the amount of money spent would seem to 
offer tremendous opportunities for bold innovations which could improve the 
quality of care rendered to patients. 
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Components of health services for the aged 


A well coordinated program of community health services for the aged must 
consist of an adequate amount and a high level of diversified medical service. 
Two considerations of importance in planning services are that the health status 
of the individual aged person is not static but fluctuates, and that individuals 
vary greatly in their capacity and resources to cope with illness and disability. 

Essential components in our medical care program are satisfactory provision 
for the ambulatory, the homebound, the person who requires hospital care, and 
the one who requires domiciliary care combined with nursing and medical super- 
vision. The services must be so organized to enable the individual to obtain 
the type of medical care needed at a given time in the place most appropriate to 
his situation. 

We wish to comment in some detail on what we see as our local responsibility 
and how we think the Federal Government can assist us to improve and 
strengthen services to the ambulatory, the homebound, and the patient requiring 
long-term institutional care. 

Long-term institutional care.—Although less than 5 percent of our New York 
City aged receive their care in long-term institutions, we are acutely aware of 
our responsibility to this disadvantage group, many of whom are in their eighties 
and nineties. 

There are in New York City some 60 voluntary homes for the aged, some 
with and some without infirmary facilities; 120 proprietary nursing homes, 3 
nonprofit nursing homes, and 6 public home infirmaries which are a part of our 
municipal hospital system. The very number of different facilities under many 
different auspices makes for great variation in the level and range of services 
rendered, admission policies, costs, and general excellence or serious deficiencies. 

We have actively sought to improve patient care and accommodations in these 
institutions through regulatory measures, education and consultation, and money 
incentives. Some of the improvements that are needed relate to design and 
physical construction; some to services, personnel, and administration. We 
believe that in addition to well-designed and constructed physical facilities, a 
high level of patient care demands: 

(1) Provision for medical supervision which includes attention to mental 
as well as physical impairments. 

(2) An adequate number of skilled and interested staff for nursing, 
dietary, recreation, social work, and other therapeutic services. 

(3) Well-defined policies and procedures for selection, transfer, and dis- 
charge of patients. 

(4) Affiliation or close association with hospitals and other health and 
social agencies in the community. 

It is difficult to predict the future quantitative need for these facilities, but 
we know they will be required to the extent of the irreducible minimum of aged 
persons who require medically supervised group shelter care and to the extent 
that services to help aged persons remain in the community are inadequate. 

The localities which are responsible for setting standards and the administra- 
tors who wish to provide a high level of care are conscious of their need for 
more scientific knowledge than we now possess about many aspects of infirmary 
and nursing home care, e.g., the amount, kind, and cost of the different services 
needed for different patients; the most efficient and desirable organization of 
patient care and use of professional staff. 

We would urge the Federal Government to expand technical assistance to 
States and localities in development of sound and reasonable standards for the 
organization and administration of services rendered by long-term care 
institutions. 

Health services for the ambulatory and homebound aged.—One of the most 
urgent needs we face in New York City is to expand and develop health services 
for that large portion of the aged who live in the community—more than 95 per- 
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cent of all aged in New Yory City. Some are permanently or temporarily home- 
bound, many are ambulatory, and all at some time need medical supervision. 

What we believe is needed is to organize and make readily available the 
variety of medical and auxiliary personal and technical services associated with 
high-quality medical care which we have succeeded in organizing within the 
hospital. The substance of these services is comprised of nursing, physical 
therapy, speech therapy, occupational therapy, dental treatment, diet therapy, 
podiatry, and the other services, materials, and skills that go into the care of 
the sick. 

If these services were available under one roof, so to speak, to ambulatory and 
homebound patients the demand for hospital care would be reduced. We have 
found in our experience in medical home care that alternatives to inhospital 
treatment are often more satisfactory socially and therapeutically as well as 
less expensive. Availability of such services would give the physician in private 
practice the organized backing of other health personal and technical resources 
that would enable him to provide maximum quality medical care. The patient 
would have the benefit of total care. 

Under existing conditions, the middle income patient has difficulty in locating 
and securing these supportive health services which could help him meet his 
medical problem without prolonged or even any hospital stay if the classes of 
services could be brought together and made available at a manageable cost. 

Hospital home care.—Hospital home care is one pattern for rendering medical 
treatment to homebound patients with which New York City has had consider- 
able experience. We have found it a form of medical care that is often the most 
appropriate for the elderly, chronically ill patient following a hospital episode. 

Probably the largest home care program of any voluntary hospital in the 
country is provided by Montefiore Hospital in New York City. Only three other 
voluntary hospitals in this city have developed home care services for their 
patients. 

We are hopeful that expansion will take place and will extend to other than 
the indigent and medically indigent. An amendment to the New York State 
insurance law enacted this year authorizes hospital service corporations, e.g., 
Blue Cross, to provide hospital services—other than physician services—to 
patients at home following hospitalization. This enabling legislation is recog- 
nition of the public service importance of hospital medical home care and may 
lead to its further development. 

Outpatient departments.—Because hospital clinics provide so large a part of 
the medical care to low income, ambulatory aged persons and because their pres- 
ent organization is so generally regarded as unsatisfactory, we believe major 
attention should be given to upgrading hospital outpatient departments. Too 
often, hospital clinics are a basement operation to which we relegate our least 
skilled and interested personnel, our least satisfactory equipment and the least 
of our imagination and enthusiasm to the detriment of patient care. 

Some steps have been taken to remedy this situation. Some new, well-equipped 
clinics have been built. Some hospitals have instituted an appointment system 
to cut down on long waiting periods. Some have experimented with methods of 
assigning responsibility for coordination of medical care so the total health need 
of the patient is considered, and the person who must attend several clinics is not 
subjected to needless duplication of diagnostic tests and even, at times, to con- 
tradictory prescriptions for treatment. For the aged person in particular, with 
his multiplicity of disorders, it is imperative to replace the all too often frag- 
mented care that characterizes much of our clinic treatment with comprehensive 
coordinated medical care. 

We would urge your committee to consider the feasibility of establishing a 
program along modest lines—either through Federal participation in the cost of 
organizing services or through increased support for demonstration projects— 
to assist local communities in their efforts to strengthen and expand health 
services for the ambulatory and homebound. 

Whether we are talking about hospital care for the acutely ill, services for the 
ambulatory and homebound, the importance of prevention and rehabiiltation, or 
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finding the most appropriate long-term care facility, it seems clear that the aged 
because they have fewer resources, because they are more fragile, because they 
face multiple problems, have a special need for well-coordinated health and social 
services. They are less able than others to search out what they need or to 
coordinate in their own behalf services which are distributed among a variety 
of agencies and institutions. Unless the health, medical, and social services are 
organized to take these considerations into account, we cannot expect to derive 
for the aged the full benefit of the diagnostic and treatment services that are 
established. 
MENTAL HEALTH 


In any consideration of health care for the aged and the aging, the question 
of the prevention and treatment of serious mental illness and the care and pro- 
tection of persons with milder emotional disorders merit special attention. 

The size of the mental health problem in this group defies exact measurement. 
In the community there is an unknown number of persons described as “con- 
fused” or “senile.” Some of these are well cared for by family or friends, but 
many others are entirely alone and without care or protection. There is an 
additional large group in general and chronic disease hospitals, nursing homes, 
homes for the aged, foster homes, and other types of shelter care. In this group 
are some who on admission showed little or no mental disorder or who simul- 
taneously suffer from physical illness or disease. Others are persons who were 
originally accepted for care on the basis that management of their emotional 
disorders would be possible in a protected environment. 

Finally, and most visible statistically, are the aged in State mental hospitals, 
who for New York City number about 19,000. In the year 1957, of a total of 
11,929 admissions to State hospitals from New York City, 3.237 or more than 27 
percent were persons 65 years old and over. In each decade over the age of 65, 
the rate of admissions per 10,000 of population rose steeply. In the decade be- 
tween 65 and 74, there were 32 admissions per 10,000, in the next decade 75 ad- 
missions, and in the group 85 years old and over, 121 admissions per 10,000. 
Even the lowest of these rates was almost double that for any other decade in 
the New York City population. 

Community, city and State hospitals, social agencies, and courts have for a 
number of years expressed great concern about the aged in State hospitals. 
Some of these patients were suffering on admission from comparatively mild 
emotional disorders which would have enabled them to function adequately in 
the community if only supervised, protected living arrangements and local psy- 
chiatric care were available. Others, who were originally admitted with acute 
psychiatric symptoms, were retained by the State hospitals after these symptoms 
had subsided because suitable living arrangements and psychiatric aftercare 
were not available. 

These problems are being successfully solved today, but only for the fortunate 
few among New York City’s aging, mentally ill population. An experimental 
project in one of our municipal general hospitals has been undertaken with a 
group of patients who under usual circumstances would have been sent to State 
mental institutions. The patients were transferred to a psychiatrically directed 
rehabilitation center in the hospital in which therapeutically prescribed recrea- 
tional activities formed the core of the program. Posthospital care included 
return to a day center and participation in its activities. Few of these patients 
required transfer to a State hospital; many were ready for discharge at the end 
of 3 months. However, the hospital stay was often prolonged beyond this period 
because of lack of suitable living arrangements. 

Another demonstration in a chromic disease hospital has given us evidence 
that a psychiatrically directed hospital regimen can successfully forestall the 
need for State hospital commitment among a group of emotionally disturbed aged 
patients. 

Several voluntary general hospitals in New York City provide short-term psy- 
chiatric inpatient treatment to adult patients of all ages, including those over 
65, and some aging patients receive outpatient psychiatric treatment or consul- 
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tation through State, city, and voluntary hospital clinics and other voluntary 
agencies. 

The New York City Department of Welfare has developed a successful pro- 
gram of foster homes and homemaker services for old-age assistance recipients 
which enables the older person with a moderate mental or physical disability to 
continue living in the community at less than the cost of institutional care. 
Some voluntary family agencies provide homemaker, foster home, or institu- 
tional services for the aging. One such agency offers a foster home program with 
psychiatric consultation for aged persons who have been patients in mental hos- 
pitals. 

Although some of the solutions to problems of daignosis, treatment, and pre- 
vention can come only with further advances in psychiatric knowledge, in many 
“ases the difficulty lies not in lack of knowledge, but in lack of facilities, person- 
nel, and coordination to implement our knowledge. The programs which we 
have described are already showing success, but they are able to reach only a 
very small percentage of the aging who suffer from emotional disorders. Many 
of these persons need a cooperative program of protective living arrangements, 
recreation, work, and psychiatric treatment. For persons of moderate means 
whose income is above the department of welfare level, such a total program, or 
even the major part of it, is only in rare instances available. 

The pattern of psychiatric care and treatment is shifting. It is now gen- 
erally accepted that recovery from the acute symptoms of mental illness or emo- 
tional disorder and readjustment to community life are more rapid when the 
patient suffers as little separation as possible from his familiar environment. 
This is particularly true of the aging patient. Thus we foresee a trend— 
on the whole to be welcomed—of medical care to mentally ill patients ren- 
dered increasingly by local hospitals and clinics. This trend may well call for 
reexamination of the State’s traditional method of discharging its legal and 
fiscal responsibility for the care of the mentally ill. 

In order to enlarge the individual's opportunity to use local psychiatric serv- 
ices, we believe that consideration must be given to ways in which he can 
meet the cost of prolonged medical care for mental as well as physical illness. 
Efforts to experiment with coverage of the cost of psychiatric care under health 
insurance policies need to be encouraged and supported. 

Aged persons with mild emotional disorders may not need direct psychiatric 
treatment, except under conditions of stress. But all such persons need living 
situations which afford protection, warmth, and care sufficient to enable them 
to maintain the best adjustment possible to them. The best arrangement, of 
course, is for them to remain in their own home, with the care and companion- 
ship of understanding relatives and friends, or with the help of an adequate 
homemaker program. For many thousands, unfortunately, these alternatives 
are out of the question. For these a broad program of foster home or other 
protective care is essential. 

In addition, we cannot overstress the importance of measures which enable 
older persons to withstand successfully the mental and physical strains of later 
years. Such measures include the provision of better housing, opportunities 
to remain in productive, gainful employment as long as possible, opportunities 
for creative leisure time activities, freedom from acute anxiety about economic 
dependence, assured access to medical care, and such supportive services as coun- 
seling, information, and referral. These aspects of the environment have a 
profound influence on mertal health, particularly that of the aging. 

Further, the Federal Government can provide invaluable assistance to States 
and localities by employing its resources of leadership and financial support 
for research and experimentation in the treatment and prevention of mental 
disorders of all kinds. 

As we accummulate experience with income maintenance, housing, medical 
eare, mental health programs for the aged, we have found in common with 
other communities that these programs must be buttressed with the provision 
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SUPPORTIVE SOCIAL SERVICES 


of certain supportive social services. These services include but are not limited 
to homemaker service, foster home care, counseling, recreation. 

In response to growing communty awareness of the importance of these serv- 
ices both public and voluntary agencies have made significant contributions to 
New York City’s pioneering record in this field. In fact, a number of existing 
services are the product of public and voluntary agency cooperation in plan- 
ning, staffing, and financing. 

These services are not a panacea nor do all aged persons require them. 
Where the need exists, however, it reaches across economic lines and is not 
limited to low income families and individuals. The department of welfare 
provides homemaker, foster home care, counseling services to the needy aged 
to the extent possible within budgetary limits. From the beginning recreation 
services have been open to all without reference to their economic status. Some 
of our voluntary agencies provide these services on a modest fee basis to those 
who can afford to pay part of the cost. Private enterprise has recently entered 
the field to a very modest extent so it is now possible for a few of those who can 
purchase service at full cost to do so on a fee-for-service basis. 

But there is an enormous gap between what is needed, what is available, and 
what is within the capacity of our local resources to provide. It is our ex- 
perience that as new services are introduced or existing ones expanded, there 
is an immediate demand. Indeed, the supply of services has never been able 
to keep pace with demand. Limitations in supply of services for older people 
in New York City are due in part to agency policy which determines how many 
and whom it can serve; e.g., their geographic location, disease category, religious 
affiliation, economic status, and, in part—here as everywhere—to limited finan- 
cial resources. 

Impressive as our efforts are, what we have is a collection of service pro- 
griums—some small, some extensive, some experimental, some permanent—under 
a great variety of auspices, each with its own clientele and often with a backlog 
of persons on a waiting list. The person needing service or the agency worker 
trying to help him locate it, must spend an inordinate amount of time “shopping 
around’’—sometimes, only to find that he does not fit the category of persons 
for whom service is available. 

These essential supportive social services should be placed on a sound and 
permanent fiscal basis as rapidly as possible. A more orderly arrangement 
and intermeshing of related services is needed so that they are readily available 
to all aged persons, irrespective of financial need. This calls for strengthen- 
ing and expanding the services rendered as part of the public assistance pro- 
gram, provision of publicly supported services-in-kind for those who do not 
require maintenance assistance but cannot pay the full or partial cost of service, 
and finding new ways to “package” services so they are purchasable by finan- 
cially independent persons. 

Expansion of services in sufficient quantity to meet overall community need 
ean be accomplished only with some form of Federal participation in support of 
these local programs. We strongly urge, therefore, that the Federal Govern- 
ment begin immediately to consider the most appropriate methods and formulas 
through which it can employ its resources to stimulate and assist localities 
develop a rational plan for gradual and substantial expansion of supportive 
social services. Because an adequate number of competent professional person- 
nel is crucial to such expansion, national leadership needs to be joined with 
local efforts in personnel recruitment and support of training programs. Sup- 
port by the Federal Government for continued research and demonstration 
projects is needed to arrive at more satisfactory arrangements for rendering 
service, to help perfect methods, to elevate standards and to stimulate new 
ventures. 

We believe that a relatively small investment here would pay large dividends 
in the success of ‘a total program to meet the needs of the aged. 

(To the wealth of material already submitted to the Senate Subcommittee on 
the Problems of the Aged and Aging we are adding a résumé of New York City’s 
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experience in developing supportive social services which we hope may be of 
interest to the committee members and others who may read this report.) 


HOMEMAKER SERVICE 


The homemaker service developed by the New York City Department of Wel- 
fare initially as part of its child welfare program was broadened in 1952 to an 
adult service for public assistance families, including the one-person family. 
Homemakers are recruited, trained, supervised, and paid by the agency. 

A unique feature of our New York City program is that homemakers have 
civil service status, receiving full benefits of paid vacations, pensions, social 
security, ete. The salary range is $2,750 to $3,650 per annum. 

The department of welfare employs 32 homemakers in its adult service pro- 
gram. They attend an average of 120 families weekly, or 4 families per home- 
maker. Despite their great value, the department’s request for more home- 
makers to increase the supply of service to public-assistance families has had 
to be denied because of the city’s budgetary limitation. 

Five voluntary family agencies in New York City provide homemaker service 
to a limited number of nonwelfare, aged and chronically ill persons on both a 
fee and nonfee basis. By special arrangements their homemaker service is pur- 
chased by a few voluntary hospitals and health agencies for selected patients, 
primarily for terminal cancer patients. 

A different but related form of “home help” assistance is the provision in 
relief grants made by the Department of Welfare in carefully selected cases for 
employment of domestic help or escort service on an hourly rate basis. The 
department of hospitals provides housekeeping service to patients on its medical 
home care program where this is essential. In 1958, over 180,000 hours of 
housekeeping service, at an hourly rate of $1.25 was purchased by our hospitals. 
A large portion of this service was used for elderly patients and the entire cost 
was borne by the local community. 

Homemakers and “home helps” provide that extra margin of assistance in the 
home needed by families and individuals who can take partial but not full 
respousibility for personal care and household management. Because home- 
maker service has proved such an effective aid in preventing total dependency 
and in avoiding the high personal and community cost of unnecessary or inap- 
propriate institutionalization we would like to see it expanded substantially. 


FOSTER HOME CARE 


Foster home care, sometimes referred to as boarding home care, was developed 
as a service to adults by the Department of Welfare 13 years ago. It involves 
the working out of private family living arrangements that include room, board, 
and some personal service and supervision for older, unattached individuals, 
and occasionally the elderly couple, who wish to remain in the community but 
are no longer able to be fully self-maintaining. At the present time in New York 
City, some 1,250 adult welfare recipients live in foster homes. Usual monthly 
rates are $90 and $100 depending on accommodations. 

Homes are carefully selected and supervised. They must meet standards of 
physical safety and adequacy; they must have a homelike atmosphere; the 
proprietor-landlady must satisfy the agency that she is genuinely interested 
in the welfare of the older person. Boarder and home are matched for com- 
patibility. In New York, only small homes accommodating four or fewer 
boarders are used. Throughout placement, the agency continues its service to 
the boarder-client. It helps the proprietors by means of newsletters, group meet- 
ings, and individual home visits in such matters as meal planning, accident 
prevention, use of simple recreational activities, and in resolving personal diffi- 
culties which may arise. 

This type of protected living arrangement is of singular value for individuals 
and couples who require some assistance and supervision but not to the degree 
that total custodial care is necessary. It has been used with great success, to 
the limited extent it is available, by mental hospitals for elderly patients medi- 
cally ready for discharge but needing some supervision in the community. It 
has spelled the difference between prolonged stay in a general or chronic disease 
hospital and early discharge: between return to the community from the hospital 
and transfer to a nursing home for custodial care. 
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Except for welfare clients, foster home care is available in New York City 
on an organized basis only from two voluntary family agencies, each serving 
predominantly its own sectarian group in its own geographic area. 

Expansion of the program on a communitywide basis, for indigent and non- 
indigent alike, is greatly needed. Even in New York City with its heavy con- 
centration of apartments, suitable homes are available. Expansion of the pro- 
gram is dependent on financing the professional recruitment, inspection, and 
continuing supervision of homes and the casework service for the boarder- 
clients, and on the board rates set by the agency which materially affect the 
number of homes available for placement. 


COUNSELING 


While all the agencies serving aged persons engage in counseling to a greater 
or lesser degree, it is only within recent years that the worth of professional 
counseling with older persons has been fully recognized. All too often in the 
past, staff has not been adequate in numbers or in training, for agencies to pro- 
vide the amount and kind of counseling needed. Increasingly, family agencies, 
community centers, health agencies, homes for the aged are making formal pro- 
vision for professional counseling with aged persons and their families. 

An adult counseling service for persons aged 60 and older operated as a 3-year 
demonstration by the departments of health, hospitals, and welfare with the 
help of a foundation grant fully supported the evidence of other community 
agencies that older persons need and can use counseling with a wide range of 
problems. It can assist the older person and his family reach decisions on 
changes in living arrangements and in resolving family relationships; it can 
help him use appropriate community resources; it can motivate him to use 
rehabilitation and other forms of medical treatment to overcome or minimize 
disability. 

Counseling is an essential part of preretirement planning programs and of 
special employment placement services for older or disabled workers. 

Particularly in a city of the size of New York with its great diversity of health 
and social agencies, counseling services are of special importance in helping 
the older person, often totally unfamiliar with community resources, to find the 
agency which is best suited to meet his special need—indeed, to help him bring 
together the several services he may need but which are rendered by separate 
agencies. 

We believe that agencies serving older persons should budget counseling as 
an essential professional service and that where an agency includes all ages in 
its program, counseling should be as readily available to the elderly as to other 
age groups. 

RECREATION 


In the 16 years since the department of welfare organized the first day center 
for older people in 1943, there has been a remarkable growth in New York City 
in the number and variety of recreation and leisure time programs. A 1958 
directory lists 146 recreation centers which have programs for older people— 
over twice the number listed 5 years ago. Of these, 25 are day centers—open 
all day, 4 or 5 days a week to persons aged 60 and over without reference to 
their economic status—which are operated jointly by the department of welfare 
and by voluntary agencies. Twenty-eight of the community centers are located 
in publie housing projects, and of these 11 were specially designed by the New 
York City Housing Authority for use by older aged groups living in or adjacent 
to public housing projects. The department of welfare reports a registration 
of 9,000 members in the day centers it cosponsors; on a conservative estimate 
another 10,000 to 12,000 attend the other centers. With few exceptions, these 
centers are used to capacity and some have waiting lists. Thus, it can be 
seen that existing programs can accommodate only a small fraction of New 
York City’s elder citizens. 

Some of the centers are exclusively for older people; others serve all ages 
including the elderly. Activities range from adult education classes to hobby 
groups, outings, parties, volunteer community service. Some centers serve a 
low-cost midday meal. Some provide professional counseling. One maintains 
a sheltered workshop and has a “meals-on-wheels” program. <A few centers in 
recent years have begun to offer country summer camping. These programs 
provide elderly, ambulatory citizens of our city a much needed opportunity to 
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take part in creative activities, pursue former interests, and develop new ones, 
to belong to a group, to have a place to go, and to employ their leisure time 
enjoyably. 

It is important to note that recreation is now recognized as essential to the 
treatment and care of long-term patients in hospitals, infirmaries, and nursing 
homes. Our municipal hospitals have accepted this form of service to its long- 
term patients by making budgetary provision for recreation service. The 
department of welfare in establishing individualized rates for care in voluntary 
homes for the aged gives credit for the inclusion of recreation services. It is 
hoped that eventually all long-term care facilities—public, voluntary, proprie- 
tary—will include this important intramural program as part of their regular 
service to patients. 

Until recently, the entire cost of community recreation services has been met 
from local tax and philanthropic funds. In 1956, the New York State Legisla- 
ture recognizing that “recreation is a basic human need” enacted legislation 
to provide modest sums to cities to stimulate expansion of community recreation 
programs for older people. In 1958 about $200,000 of State and local tax money 
was spent in New York City toward the support of these day center programs. 

As we see it, recreation services pay big dividends at a relatively low per 
capita cost. Space is frequently available in schools, housing projects, health 
centers, Y's, settlement houses. Service organizations and volunteers can be 
interested to contribute funds and time. Our present need is to increase the num- 
ber of these centers—widely dispersed throughout the neighborhoods of the 
city—and to increase the variety and quality of their service. Any significant 
expansion is dependent on finding new sources of financial support. 





JEWISH FAMILY AND CHILDREN’S SERVICE, 
Detroit, Mich., December 24, 1959. 
Hon. Pat McNAMARA, 
Chairman, Subcommittee on the Problems of Aged and Aging, U.S. Senate, 
Washington, D.C. 

DEAR SENATOR MCNAMARA: Because of the many requests to testify which 
your subcommittee received while in Detroit, we did not ask for time to present 
our experience and views. Essentially, we are in agreement with the testimony 
given by Mr. Richard Huegli, of United Community Services, and Dean Charles 
Brink, who testified on behalf of the Detroit chapter of the National Association 
of Social Workers. However, in view of our function as an agency offering a 
specialized casework service to older adults, we would like to underscore and 
elaborate on two points which have been touched upon by others and request 
that this letter be officially entered into the record. The two points are: 
(1) The necessity of considering older persons as members of families rather 
than as a special group isolated from other persons, and (2) the need for pro- 
fessionally trained social workers to work with aged persons having social, emo- 
tional, and health problems. 

In a letter to you dated July 8, 1959, we outlined the purpose and function of 
our agency and its department of services to aging. It is out of our day-by-day 
experience that we wish to address ourselves to the above-mentioned points. 

In our society, the family is the major social unit within which individuals 
grow, develop, and experience aging. Healthy family life is dependent in the 
first instance upon the solution of economic, health, and housing problems. Al- 
though some families experience disturbed relationships even though economic, 
health, and housing needs are adequately met, it has been our experience that 
without the opportunity for maintaining a reasonable standard of living, a 
family, as a unit and the individuals within it, cannot function either together 
or in society at their maximum capacity. Knowing that you have heard much 
testimony on the economic, health, and housing needs of older people, we will not 
dwell on these issues except to emphasize our point that people must have the 
opportunity to live at a reasonable standard of health and decency in order 
that they may achieve a healthy family life. 

It is admittedly difficult to give a precise definition of healthy family life. Ours 
is a very complex society and no single factor is an indicator of healthy family 
life. Many components enter into a description of family living. Among these 
are the opportunity to live together with others without the stress of external 
problems, the opportunity to know what one’s role in life and within his family 
is, the ability to give and to partake of love, acceptance, and respect. 
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Among younger persons with aged parents we have seen considerable conflict 
in the area of economic responsibility to one’s parents. The conflict arises out 
of the person’s dual feeling of responsibility to his parent and his responsibility 
to his own immediate family. As the aged population has the opportunity, 
through increased social security benefits, pensions, etc., to establish their 
economic selves with greater security and dignity, this conflict will be markedly 
reduced, thus improving relationships with one’s family. 

The love, acceptance, and mutual respect which characterize healthy family 
relationships are qualities which are not readily apparent when there is ex- 
cessive dependence by an older person upon his adult children. These qualities 
become even more inaccessible when the dependence cannot be met. It thus 
becomes essential that the basic needs of older people be met if we are to 
experience healthy, productive families and family relationships. 

More children have living grandparents now than at any other time in our 
history. We know that persons’ attitudes toward themselves as adults and as 
aged persons are determined in large measure by their experiences with their 
parents and grandparents. When a child’s experience with his grandparent is 
colored by the many problems, such as three-generation families living under 
crowded conditions because of the unavailability of better housing, or when the 
relationship with a grandparent is couched only in the demands of the grand- 
parent who feels lost, neglected, and unloved, then we can predict with reason- 
able accuracy that this child as an aged person will view old age as something 
to be dreaded and as a part of life fraught with problems. It is this which 
will be the attitude of the aged of the future and there will be lost to our society 
the contribution which comes with experience and age. On the other hand, 
as older people find relief from the external pressures upon them, as they are 
able to find their role within our society, they will then be able to provide for 
their children and grandchildren a more positive experience with old age as 
well as to transmit to them the values of their own experience and wisdom. 

The need for more professionally trained staff is acute in all areas of social 
work. The same is true in the work with aged. In addition to the inherent 
responsibility which a professional person carries by virtue of his professional 
standing, there is also the knowledge of personality and social environment 
which is required to provide the maximum help to older persons. We have 
found no substitute for professional training in effecting an improvement in 
the quality of service. There are two situations which have been handled first 
by untrained workers and later by trained staff which illustrate to us the way 
in which training makes a difference in the quality of service given to a client. 

In the first situation, Mr. S, 63 years of age, applied for disability benefits in 
1957 under the provision of the OASDI. This application was rejected because 
the evidence did not give sufficient indication of permanent and total disability. 
In 1959 Mr. S reapplied. His situation was essential unchanged, manifesting 
the same physical and emotional problems as he had at the time of his earlier 
application. This time, however, his application was filed with the help of the 
agency's professionally trained worker who, with an understanding of the 
client’s illness and a knowledge of community resources, was able to help him 
make maximum use of them. In addition, the OASDI worker who interviewed 
Mr. S had been trained in a school of social work. It was the combined under- 
standing and training which these professional persons had which enabled Mr. 
S to have his situation presented as a highly individual matter, in such a way 
as to enable him to establish his disability effective on the date of his first 
application. 

A second situation is that of Mrs. C, 69 years of age, who has been living in 
an agency-supervised home for the last 4 years. During most of this time she 
Was seen by one of our agency’s untrained workers. Mrs. C, who was with- 
drawn, had many serious physical illnesses, generally stayed at home, had 
minimal social contacts with her peers or members of her family. Essentially, 
the untrained worker helped Mrs. C maintain her status quo. 

When a trained worker was assigned to see Mrs. C, many changes began to 
occur. The worker's sensitivity to and understanding of personality, her 
knowledge of community resources and how people use help, enabled Mrs. C to 
establish closer relationships with the members of her family and a'so to help 
her for the first time in many years to spend time during the day out of her 
house at a local community center. In addition, Mrs. C, who for years had 
been dependent upon a volunteer driver to get her to the community's medical 
facilities, was able to go on her own, using public transportation. 
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We believe that these two situations could be repeated many times and 
point to the necessity for sound professional training in order that older persons 
obtain maximum benefit from their contacts with social service agencies. 

We would like to thank you for this opportunity to write for your record. 
Our thanks also to you, Mr. Spector and Dr. Sheppard of your staff, for the 
opportunity to participate during the hearings which your subcommittee held 
in Detroit. 

Sincerely yours, 
SHELDON SIEGEL, 
Supervisor, Department of Services to Aging. 





Economic, Socrart, AND FIscAL WELFARE PROGRAMS AND POLICIES RELATING TO 
THE INCOME AND TAX STATUS OF THE AGED 


An exploration of the present situation and possible modifications of existing 
policies, by Wilbur J. Cohen, professor of public welfare administration, the 
University of Michigan 


I. THE CURRENT PROBLEM AND LONGER RUN NEEDS 


The money income of the 15 million aged in 1958 was approximately $30 bil- 
lion, of which $10 billion came from governmental income-maintenance pro- 
grams. A rough estimate of Federal income taxes and State and local taxes 
paid by the aged in that year comes to about $5 billion. This left the ag 
with about $25 billion as personal disposable income. At the same time, the 
Federal Treasury makes a direct and indirect contribution to the aged of 
approximately $2 to $3 billion a year. 

To bring all of the aged up to a minimum standard of money income sufficient 
to assure health and decency would involve about $5 to $10 million additional 
income to the aged in 1958.°. This deficiency in the income of the aged would be 
even greater if allowance is made for fully paying for adequate medical care 
for the aged. 

These observations raise the question as to what changes in public programs 
and policies are necessary to achieve the objective of a minimum standard of 
health and decency for all the aged. To give even a tentative answer to this 
question involves the consideration of a number of interrelated programs, pol- 
icies, trends, and issues. 

About 80 to 85 percent of all the nonworking aged are receiving some kind of 
government income-maintenance benefit (table 1). These programs provide over 
$10 billion in benefits (table 3). However, a consideration of the income-main- 
tenance policies relating to the aged involves four very different kinds of wel- 
fare programs: 

1. Social insurance—old-age, survivors and disability insurance (OASDI). 

2. Social assistance—old-age assistance (OAA). 

3. Private retirement plans. 

4. Fiscal welfare subsidies through the tax laws.* 





1This estimate assumes that the effective tax rate for the aged for the taxes named 
Was only about 17 percent in 1958. This compares with Musgrave’s estimate for all 
taxes of 29 to 33 percent for spending units of all income classes in 1954, and 23 to 27 
percent for spending units under $2,000. Since a substantial amount of income of the 
aged is not taxable by the Federal income tax, the effective tax rate for the aged is 
certainly lower than that for the entire population or a comparable income group. From 
Musgrave’s estimates it was assumed that all State and local taxes on the aged amounted 
to about 10 percent of income, or $3 billion. Federal income taxes were estimated at 
about $2 billion, No estimate was made by Federal taxes other than income taxes. This 
might have increased the effective rate by an additional 10 percent, or $3 billion. Richard 
A. Musgrave, “The Incidence of the Tax Structure and Its Effects on Consumption,” in 
“Federal Tax Policy for Economic Growth and Stability,” 84th Cong. 1st sess., Nov. 9, 
1955. pp. 96-113, especially p. 98. 

2 This is a rough estimate made by the author after reviewing the present income dis- 
tribution of the aged. The estimate depends on the level of health and decency selected. 
As a starting point, the author would suggest a minimum money income for each aged 
person of at least $1,200 a year. 

®For the concept of fiscal welfare I am indebted to my colleague, Richard M. Titmuss, 
who has elaborated on it for Great Britain in his “Essays on the Welfare State,” Yale 
University Press, 1959. Titmuss points out that since the introduction of the income tax 


“there has been a remarkable development of social policy operating through the medium 
of the fiscal system” (p. 45). 
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There are presently wide variations in the income of aged persons. About 
three-tifths of all persons age 65 and over had less than $1,000 in money income 
in 1957, and another one-fifth received $1,000 to $2,000. Nearly one-half of all 
aged couples without relatives in the household had money incomes under $2,000 
in 1956.4. Many of the wealthiest, and a very large proportion of the low-income 
recipients in the country, will be found among the aged.’ Substantial sources of 
income to the aged are nontaxable under the Federal income tax.® Most aged 
persons do not pay any income tax.’ Retirement plans, both public and private, 
have a bearing on earnings, income levels, employment, investments, Consump- 
tion levels, and Federal and State expenditures and tax revenues. 

Under present policies, the Federal Treasury, through Federal grants to the 
States for public assistance to needy persons, helps the most indigent aged and, 
on the other hand, through tax provisions such as the “double exemption,” and 
the “retirement income credit” helps the more well-to-do.* But for the aged with 
very modest inocomes, say a couple with $1,200 a year or less, who are neither 
receiving assistance nor insurance benefits, the Federal Treasury gives no direct 
or indirect help. Various tax provisions such as the maximum deduction for 
medical expenses up to $30,000 for an aged couple who are also disabled, and tax 
deferment of almost unlimited employer contributions for executive pensions, 
are favorable for higher income persons. At the same time, there are marked in- 
adequacies in existing public old-age assistance and old-age insurance programs, 
particularly with respect to low income recipients. 

The Commissioner of Social Security, William L. Mitchell, recently referred 
to the payments in public assistance “many of which in many States represent 
little more than slow starvation.”*® According to estimates made by the Social 
Security Administration, assistance payments for recipients of old-age assistance 
in December 1958 fell about $400 million a year below the amount necessary to 
maintain reasonable health and decency. ‘This figure would be substantially 
higher, of course, if it included estimates for additional needy persons who 
would become eligible for aid if assistance were to meet 100 percent of need 
under more nearly adequate standards.” 

The tax and benefit policies and programs for the aged have evolved on a 
piecemeal basis over the past 25 years. There undoubtedly was some justifica- 
tion for each part of the whole as each part was enacted. But the whole has 
gaps and inconsistencies from a social and a fiscal point of view and from the 
point of view of the overall welfare of the aged. 

Many new developments are on the horizon with respect to retirement plan- 
ning for the aged. The number and the income of the aged will continue to 
increase. There are many areas in which adequate information about the in- 
come and tax status of the aged is not available. This information is vitally 
needed as the basis for developing an intelligent, consistent and socially de 
sirable set of national policies for the aged in the future. A comprehensive and 
objective review of the income, tax, asset, employment, saving, benefit, and con- 
sumption status of the aged should be undertaken. Such an overall study should 
not prevent making specific changes in tax and benefit provisions in existing 
laws when the need is clear and convincing. However, consideration should be 


Lenore A. Epstein, “Money Income of Aged Persons: A 10-Year Review, 1948—58,” 
Social Security Bulletin, June 1959, pp. 9 and 11. 

5 There were 268 income tax returns in 1956 with adjusted gross income in the year 
of $1 million or more. Of this number 110, or 40 percent, were returns with an exemption 
for age 65 and over. “Statistics of Income, Individual Income Tax Returns for 1956,” 
U.S.Treasury Department, Internal Revenue Service, 1958, p. 8. In 1954, according to 
the Survey of Consumer Finances, of all spending units with incomes of $2,000 or less in 
the year, 31 percent of the heads of urban families were age 65 and over. For rural 
families the proportion was 23 percent; for single persons in urban areas the proportion 
was 62 percent. ‘Characteristics of the Low-Income Population and Related Federal Pro- 
grams”? Joint Committee on the Economic Report, Government Printing Office, 1955, p. 26. 

® See discussion in text of estimates in table 8. 

‘There were only 3,123,000 exemptions for age on taxable returns in 1956. “Individual 
Income Tax Returns for 1956,” p. 8. 

* The term “double exemption” will be used to refer to the provision in the tax law 
which gives an aged person a $1,200 personal exemption instead of the $600 personal 
exemption given persons under age 65. The term “retirement income credit” refers to the 
tax credit of 20 percent on retirement income up to $1,200 a year or $240. 

*W. L. Mitchell, “Social Security in Perspective,” address to American Public Welfare 
Association, northeastern regional meeting, Atlantic City, Sept. 10, 1959 (mimeo). 

© Mr. Mitchell presents figures showing the annual deficit for old-age assistance and aid 
to dependent children combined were $1 billion in 1958. Separate figures for old-age 
assistance were obtained by inquiry from the staff of the Social Security Administration. 
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given to interrelationships and the most effective methods of aiding the aged 
currently and in the long run. 

In the past certain provisions of the tax laws probably have been enacted 
because of the gaps in private and public benefit programs. Before extending 
the tax laws further as an indirect method of assisting the aged, consideration 
should be given to direct methods of achieving these goals in a more equitable 
and socially desirable manner. 

It is the purpose of this paper, therefore, to highlight some of the broader 
public policy issues which should be considered. 

Before considering some general policy issues, it is important to be familiar 
with the available information as to the number of aged persons receiving in- 
come from employment or public income-maintenance programs. These two 
areas provide income to the bulk of the aged. Table 1 presents the latest avail- 
able figures for December 1958. The table indicates that an overwhelming pro- 
portion of the aged are receiving some funds from public income-maintenance 
programs. The proportion of the aged receiving some income from social in- 
surance and related programs will continue to increase as the programs mature. 

Significant changes have occurred in the past 25 years in the institutional ar- 
rangements, public and private, affecting the amount and distribution of the 
income of the aged. In large part these changes are the result of a number 
of separate programs and policies established by the Congress from time to 
time in the Social Security Act, the income tax laws, veterans legislation, rail- 
road retirement, and various retirement systems established for public em- 
ployees, and the military service. 

No intensive overall study has been made, however, evaluating how all of 
these tax and benefit provisions relating to the aged affect the incomes and 
levels of living of the aged and their impact on governmental revenues, present 
and prospective. There are pending in Congress a number of far-reaching pro- 
posals affecting the income and tax status of the aged. A comprehensive review 
of the factors affecting the present and future income of the aged thus seems 


desirable before making piecemeal decisions on various proposals affecting the 
aged. 


II. SOCIAL POLICY ISSUES INVOLVED IN REVIEWING TAX AND BENEFIT PROGRAMS 
RELATED TO THE AGED 


Changing or continuing existing provisions of the tax laws relating to the 
aged has an important bearing on the income and welfare of the aged. Not 
only are a substantial proportion of the aged in the low-income groups but 
about one-third of the aggregate income of the aged is derived from public 
income maintenance programs. 

Policy decisions as to the goals for improving the tax and income status of the 
aged while at the same time preserving other desirable objectives involve the 
interaction of a number of different Federal program provisions. It is difficult 
to make a sound determination about a specific single provision or proposal 
without relating it to some other provisions or proposals. In the past, specific 
policies and provisions affecting the aged have been adopted without adequate 
consideration of the overall, longrun relationship to a total public policy for 
the aged. 

The interrelationships involved may be pointed up by listing some of the 
programs and provisions in which the Congress has legislative responsibility. 

At least ten major provisions of the tax laws are involved: 

(1) The double exemption for the aged; 

(2) The retirement income credit; 

(3) The medical expense waiver for the aged; 

(4) The exclusion of social security and other benefits from gross income; 

(5) The taxability of employee contributions to retirement funds; 

(6) The taxability of employee contributions to health insurance ; 

(7) The tax deferment of employer contributions to retirement funds; 

(8) The nontaxability of employer contributions to health insurance: 

(9) The present and future tax status of contributions of the self-employed 
for such purposes; and 

(10) The deduction of contributions to hospital, educational, and chari- 
table activities relating to the aged. 
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In addition, at least seven major policy questions are involved in the tax and 
benefits provisions of old age, survivors and disability insurance: 

(1) The level and sharing of contributions as between employers and 
employees ; 

(2) The level and adequacy of benefits ; 

(3) The status of the retired aged who are uninsured ; 

(4) The possibility of Government contributions to the system ; 

(5) The retirement test; 

(6) Eligibility age for the type of benefits; and 

(7) Hospital insurance and related health insurance benefits for aged 
beneficiaries. 

Finally, at least three major policy questions are involved in old age assist- 
ance for needy persons: 

(1) The amount and share of the Federal and State financial participa- 
tion; 

(2) The scope of Federal participation in relation to needy persons not 
now covered by existing categories ; 

(3) The probable future extent of public assistance in meeting need, par- 
ticularly in view of the growing need of the aged for medical care. 

Before reviewing specific provisions of tax laws, it is necessary to determine 
the broad objectives of governmental policy with respect to the aged. 

Undoubtedly, different individuals and groups will interpret and emphasize the 
objectives of public policy somewhat differently. Governmental policies in both 
benefit and tax programs, particularly since 1935, have consciously aimed to 
achieve the following six objectives in the long run with respect to the welfare 
of the aged : 

(1) Increase the income of the aged both in absolute and relative terms; 

(2) Provide such income to the aged as far as possible on an insurance 
rather than on an assistance basis ; 

(3) Reduce the burden on relatives, charity, and general revenues, of 
earing for the aged; 

(4) Provide a basic underpinning for the aged through assistance on a 
needs test basis ; 

(5) Reeognize the special medical care needs of the aged; and 

(6) Encourage the distribution of the costs of providing retirement bene- 
fits and medical care to the aged over an individual’s working lifetime. 

In evaluating these objectives, consideration must also be given to the objec- 
tives of tax reform. One statement of this goal by the chairman of the House 
Committee on Ways and Means is that “the immediate objective of income tax 
reform is reduction in tax rates without sacrificing revenues required for respon- 
sible financing of Government. At the same time, tax reform must seek, among 
other things: (1) A tax climate more favorable to economic growth; (2) greater 
equity through closer adherence to the principle that equal incomes should bear 
equal tax liabilities; (3) assurance that the degree of progression in the distribu- 
tion of tax burdens accords as closely as possible with widely held standards of 
fairness ; (4) an overall tax system which contributes significantly to maintaining 
stability in the general price level and a stable and high rate of use of human and 
material resources; (5) a tax system which interferes as little as possible with 
the operation of the free market mechanism in directing resources into their 
most productive uses; and (6) greater ease of compliance and administration.” 

According to the chairman of the committee, the present income tax system is 
criticized as failing to achieve these objectives. To a substantial extent, he 
stated, this criticism is directed against provisions enacted over a long period in 
the past, many of them during the early years of World War II, to meet specific 
problem arising at the time. These provisions result in significant differentials 
in tax treatment among taxpayers depending on the source of their income or the 
circumstances under which they receive it. In addition, these provisions have 
resulted in significant erosion of the tax base, requiring higher tax rates than 
would otherwise be necessary for responsible financing of Government. The 
major problem of constructive tax reform is to determine, in view of these con- 
sequences, whether these provisions continue to serve the public interest under 
today’s conditions.” 


14 Committee on Ways and Means, House of Representatives, press release, May 18, 1959. 
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In considering the continuation or modification of existing provisions of the 
income tax laws relating to the aged, a number of particular criteria should 
be reviewed such as: 

(1) Increase taxable income as a whole as part of an overall plan to 
reduce rates (and/or increase exemptions) which benefit the aged ; 

(2) Decrease the tax on the aged with low or moderate incomes; 

(3) Encourage individual thrift; 

(4) Increase the total volume of savings; 

(5) Encourage or discourage retirement ; 

(6) Encourage or discourage employment of the aged; 

(7) Effectuate a redistribution of income from the middle and upper in- 
come aged to the lowest income aged persons; 

(8) Encourage provision for medical care of the aged through insurance 
arrangements; 

(9) Reduce the long-run cost to general revenues of programs and provi- 
sions for the aged; and 

(10) Some combinations or modifications of the foregoing. 

Some of these criteria are in conflict; some are highly controversial. But it 
is clear, from the mere listing of criteria, that social policy inevitably plays a 
large role in evaluating changes in existing tax programs. While present tax 
provisions have certain gaps and inconsistencies, a rational and, at the same 
time, a realistic policy limited solely to tax changes cannot in the short run im- 
prove the income and welfare of many of the aged significantly. Hence, an- 
other approach to be employed would be to consider changes in various programs 
such as OASDI and publie assistance or such changes combined with changes 
in the tax laws—with the objective of improving the income and welfare of 
the aged. Such an approach might have embodied in it some of the elements 
noted in the-list of criteria. 

But, before considering changes in present provisions, it is appropriate to 
determine the extent of the Federal Government’s present contribution to the 
aged. 

III. THE PRESENT CONTRIBUTION OF THE FEDERAL TREASURY TO THE AGED 


In the past 10 to 20 years there has been “a remarkable development of social 
policy operating through the fiscal system.” The tax laws have become a 
system of “fiscal welfare’ benefits for the aged only second to the extensive 
system social welfare benefits. 

The Federal Treasury makes a direct and indirect contribution of at least $2 
billion a year to the aged at the present time and the amount might well be closer 
to $3 billion a year if estimates were available for all tax and benefit provisions 
affecting the aged, including the deferred taxation of employer contributions 
to retirement programs. The following items have been included in the overall 
total estimate: 

(a) The double exemption for the aged currently involves a revenue loss annu- 
ally of about $475 to $600 million ; * the retirement income credit involves a loss 
in the neighborhood of $107 million; ™ the special medical expense waiver for 


12 Joseph Pechman in 1957 estimated that the double exemption for the aged and the 
blind resulted in a loss of $2 billion in taxable income or $500 million in loss of tax 
yield based on 1956 income. This assumes an effective tax rate of 25 percent on the income 
if it had been taxable. See Joseph Pechman, “Erosion of the Individual Income Tax,” 
National Tax Journal, March 1957, p. 24. In view of the fact that later data for 1956 
showed that there were 3.1 million exemptions for age on taxable returns and another 
3.1 million such exemptions on nontaxable returns, these exemptions would result in an 
aggregate loss in taxable income of 6.2 million exemptions (multiplied by $600) or $3.7 
billion. Other individuals did not need to file a return because of the double exemption. 
If an effective rate of only 15 percent is applied to this aggregate, the tax loss would be 
about $555 million; at a 20 percent tax rate, the tax loss would be $740 million. It 
appears, therefore, that the estimated tax loss of $600 million probably is on the con- 
servative side. Since preparing these estimates the Federal Council on Aging has pub- 
lished an estimate of $475 million for 1958. “Programs, Resources for Older People,” 
report to the President, Federal Council on Aging, 1959 (p. 23). The report does not 
indicate the basis for the estimate. Hence the author has not modified the $600 million 
estimate he has used in this paper. 

13 The tax loss from the retirement income credit in 1956 was $95 million. There were 
447,000 taxable returns with $71 million claimed as a tax credit for retirement income 
plus 213,000 nontaxable returns with $24 million of such tax credits. “Individual Income 
Tax Returns for 1956,” p. 25. The tax loss in 1957 was $103 million. ‘The Federal Reve- 
nue System: Facts and Problems,” 1959, Joint Economic Committee, 1959, p. 188. _ If 
allowance is made for the increase in the number of aged as well as the increase in retire- 
ment income, it is probable that the loss in 1958 approximated $107 million. This is the 
figure used in the Federal Council on Aging report. 














THE AGED AND THE AGING IN THE UNITED STATES 2285 


the aged (waiver of the 3-percent rule) “ involves a loss of perhaps about $50 
million.“ Thus, these three special provisions involved about three-quarters 
of a billion dollars in lost revenue in 1958. 

(b) The general Treasury also provides about $1 billion annually directly 
to the States for old-age assistance to about 2.4 million needy aged persons, 
representing about 15.6 percent of the aged population. State and local gov- 
ernments also contribute about $800 million additional.“ Other programs such 
as the Hill-Burton hospital construction program in effect provide Federal funds 
for hospital beds used by aged persons. 

(c) Four other general provisions of the tax laws are specially favorable for 
the aged and involve a substantial loss in current revenues : 

(1) Social security, railroad retirement, and veterans benefits are not re- 
portable as income. These sources of income were about $8 billion in 1958.” 

(2) Contributions by an employer to retirement pensions are not taxable 
at the time paid but, in general, the benefits are taxable to the employee for 
that portion not paid by the employee. This gives the employee the advantage 
of paying the tax when he is usually in a lower income bracket. In 1957, 
saumenele contributed about $3.9 billion to these plans. The loss of revenues 
from this provision is probably at least $500 million annually and may well 
be in the neighborhood of $1 billion.* 

(3) Contributions by an employer for health insurance are not taxable nor 
is the “income” taxable to an individual in the form of medical bills paid. The 
loss of revenue from this provision for currently aged persons is presently 
small but is increasing.” 

(4) Contributions to the support of charitable, religious, medical, research, 
and similar activities are not taxable within certain limits. Some of these 
activities relate to the welfare of the aged. In 1955, individuals and corpora- 
tions contributed $5.9 billion for religious and philanthropic purposes.” But 
no overall estimate of the amount of such contributions for the aged is avail- 
able. From general observation it would appear that voluntary contributions 
fer such activities for aged persons have been increasing in recent years as 
interest in the problems of a growing aged population has increased.” 

These various provisions thus raise the question as to the sources, size, and 
distribution of the income of the aged in ‘relation to existing and proposed tax 
and benefit provisions. Since the sources, distribution, and relative size of the 
income of the aged differ markedly from other groups in the economy, it is 
desirable to discover how these factors may have a bearing on changes in tax 
or benefit provisions. 


‘Persons under age 65 may deduct medical expenses in excess of 3 percent of adjusted 
gross income. For the aged the 3 percent rule is waived. For all taxpayers, the deduction 
is limited to $2,500 if the taxpayer is single or $10,000 if he is head of the household. For 
disabled persons 65 and over the limit is $15,000 for an individual and $30,000 where the 
aged spouse is also disabled. 

The entire medical care deduction for the aged in 1958 is estimated at $100 million 
in the Federal Council on Aging report. For estimates relating to 1955-56 see Fred R 
Brown, “Governmental Expenditures and Other Public Financial Support for Personal 
Medical Care of Persons Aged 65 and Over, 1955-56,” Research and Statistics Note No. 3, 
1958, U.S. Department of Health, meneeee — Welfare, Social Security Administration, 
Division of Program Research, Feb. 4, 1958, 

‘‘Souree of Funds Expended for Public Resistance Payments, Fiscal Year Ended June 
30. 1958,” Social Security Administration, Department of Health, Education, and Wel- 
fare, Nov. 24, 1958. table 1 

7 See table 3. Payments to public employees and for public assistance are not included 
in the $8 billion total. 

% Total contributions to private pension plans and deferred profit-sharing plans in 1957 
were $4,580 million of which $3.9 billion came from employers and $680 million from 
employees. Alfred M. Skolnik and Joseph Zisman, “Growth in Employee-Benefit Plans, 
1954-57," Social Security Bulletin, March 1959, p. 12. Benefit payments were $1.150 mil- 
lion. Ibid., p. 10. It is difficult to compute the tax loss on the deferral of the tax on 
employer contributions since this involves speculation as to how the income would be 
distributed if such employer contributions were currently taxable. In addition, tax 
deferral on the interest earned on contributions must be taken into account which, in 
1957, was about $1 billion. These totals do not include employer contributions to retire- 
ment plans for public employees, Federal, State, or local. 

Loss of tax revenue due to employer contributions to health plans is estimated at 
$500 million, of which $20 million is for persons age 65 and over. 

* Thomas Karter, “Voluntary Agency Expenditures for Health and Welfare From 
Philanthropic Contributions, 1930-55,” Social Security Bulletin, February 1958. 

2 Approximately $655 million was contributed by philanthropy for health and medical 
care ia the fiscal year 1958 according to the Social Security Administration. This does 
not inelude philanthropic contributions for construction of medical care facilities or 
nursing homes for the aged. 
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IV. SOURCES AND AMOUNT OF INCOME OF THE AGED IN 1958 


Available information on the income of the aged is subject to a margin of 
error as is income of the aged is subject to a margin of error as is income in- 
formation for various age or income groups. With the tremendous recent 
changes in retirement plans, significant changes in income can occur over a few 
years. Since a large and growing proportion of the income of the aged is re- 
ceived from governmental sources and a substantial part of earnings of the 
aged is reported to the OASDI program, it is increasingly possible to develop 
better estimates of the income of the aged. As a result of the forthcoming 
census of 1960, it should be possible to make better estimates. 

The total money income of the aged in 1958 was about $25 to $30 billion. This 
total, however, does not include withdrawals from assets, payments for medical 
care by other persons or agencies, or nonmoney income. 

Table 3 presents the best estimates the author has been able to put together 
on the sources and amount of income of the aged. The amounts for “Employ- 
ment” and “Other” have been estimated from available data. 

From this table it can be observed that, assuming the total income of the aged 
was about $30 billion in 1958, about 40 percent of the aggregate came from 
income-maintenance programs, public, and private. About a third came from 
employment and between 25 and 30 percent from other sources. 

Most of the $10.7 billion in income from public income-maintenance programs 
is not reportable as income for income tax purposes. (Some of the income from 
retirement plans for public employees is reportable and taxable.) Roughly, 
then, about one-third of the income of the aged is not counted as gross income 
under the income tax laws. About two-thirds probably falls within the existing 
concept of “adjusted gross income.” 

From data derived from the individual income tax returns in 1956, it appears 
that about $17.7 billion was reported as adjusted gross income on taxable returns 
and about $3.4 billion on nontaxable returns (table 2). However, about $2.9 
billion is estimated as income of spouses under age 65. If about $18 to $20 bil- 
lion actually was reported as adjusted gross income in 1956, and about $10 billion 
was not reportable as income, the estimate of $30 billion of total income for 
1958 seems reasonable and, taking into account the very real possibility of 
underreporting and nonreporting of income, the total may possibly be a bit 
conservative. 

Available data does not disclose the total amount of Federal income taxes 
paid by the aged. Nor is it easy to derive a satisfactory estimate from avail- 
able data.” Taking into account the special tax exemptions and deductions for 
the aged, the best guess that the author has been able to make is that around 
$2 billion was paid in Federal income taxes for the year 1956. This does not 
include social security taxes levied directly on aged persons of about $175 
million.” The total of Federal income taxes paid by the aged appears to be about 
only 7 percent of their aggregate income.” 

Much more needs to be known about the tax and income status of the aged 
including the distribution of income among the aged. The Internal Revenue 


= Estimates of the amount of taxes paid by aged persons in 1950 in various income 
classes is available in the “Study of Consumer Expenditures, Incomes and Savings, 1950,” 
vol. XVIII, p. 26, Wharton School of Finance and Commerce, 1956. 

23 Taxable earnings in 1957 were estimated by the Bureau of Old Age and Survivors 
Insurance of the Social Security Administration at $7.1 billion. This was composed of 
$5.7 billion of taxable wages and salaries and $1.4 billion of taxable self-employment 
earnings. The employee social security tax was about $128 million and the self-employed 
tax was about $47 million for a total of $175 million. This excludes the employer con- 
tribution for social security and unemployment insurance. 

* Income tax for all Federal income tax returns (irrespective of age), was slightly in 
excess of 12 percent of adjusted gross incomes in 1956. “Individual Income Tax Returns 
for 1956” p. 3. Musgrave estimates the effective Federal income tax rates for all spend- 
ing units in 1954 at 10.7 percent. ‘Federal Tax Policy for Economic Growth and Sta- 
bilitv.” 1955, p. 98. The author’s estimate of 7 percent as the tax upon the aged 
for 1956 seems consistent with these other estimates and the special tax status of the 
aged. An estimate of the income tax liability of the aged in Great Britain in 1954 indicates 
that it was equivalent to about 9 percent of the gross income of the aged. Brian Abel- 
Smith, “The Cost of the Support of the Aged in the United Kingdom,” in “Aging and 
Social Health in the United States and Europe,”’ International Association of Gerontology, 
Division of Gerontology, the University of Michigan, 1959, p. 16. It apnears that Abel- 
Smith’s estimates do not include national insurance contributions under the British social 
insurance system. For some comparative data on the distribution of incomes in Great 
Britain and the United States see Harold Lydall and John B. Lansing, ‘“‘A Comparison 
of the Distribution of Personal Income and Wealth in the United States and Great Britain,” 
American Economic Review, March 1959, pp. 43-67. 
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Service should tabulate the income tax returns for 1959 in much more detail 
for the aged. This will make it possible to compare the tax data with the data 
collected by the census in 1960 with respect to 1959 incomes. There is con- 
siderable question about the extent and significance of the distribution of in- 
come among the aged. Any sound, longrun reevaluation of policies affecting 
the aged requires much more detailed and accurate information on distribution 
than we have today. 
V. STATE TAXATION OF THE AGED 


Thirty-five jurisdictions levy personal income taxes. In 17 of these some 
additional deduction is allowed for aged persons (Alaska, Colorado, Delaware, 
District of Columbia, Georgia, Hawaii, Idaho, Kansas, Kentucky, Maryland, 
Minnesota, Montana, New York, North Dakota, Oregon, Vermont, and Virginia). 
Although the “double exemption” is the more frequent pattern, a few juris- 
dictions have variations on this theme. In the District of Columbia personal 
income tax, Congress has provided for a basic exemption of $1,000 for a single 
person and $1,500 for an aged person. Virginia has a $1,000 basic exemption 
for a single person and an additional $600 for an aged person. Three States 
(Kentucky, Minnesota, and Oregon), provide for tax credits instead of 
exemptions.” 

Any analysis of the implications of Federal tax policy with respect to the 
aged is not complete without full knowledge of State and local taxes. No 
systematic examination of State and local taxes affecting the aged, however, is 
currently available. 

Of the States with income tax laws, it is interesting that nine States permit 
social security contributions to be deducted from the amount of the income that 
is subject to tax. They are Alabama, Delaware, Hawaii, Iowa, Kansas, Loui- 
siana, Massachusetts, Missouri, and Wisconsin (table 4). 

In Massachusetts contributions are deductible but benefits are taxable. This 
is the only State which appears to follow this policy which may be said to be 
the opposite of the policy in the Federal income tax. 


VI. HOW DO PRESENT TAXES AFFECT THE AGED? 


Another of the important areas for policy consideration in which information 
is not available is the total impact of Federal, State, and local taxes on the aged. 
Since such a large proportion of the aged have low incomes, it is important to 
know the effect of particular and of all taxes on this group. 

A very large proportion of aged couples, and aged individuals, for example, 
have incomes under $2,000 a year. Available estimates indicate that the inci- 
dence of all taxes (Federal, State, and local) on all spending units in the income 
group under $2,000 is between 20 to 27 percent, depending upon the assumptions 
used.” While the aged have some advantages with respect to their tax status, 
and the kinds of income (and assets) they actually have, yet we do not know 
the total impact of taxes on the aged in comparison with income classes for 
groups under age 65. Nor do we know the differential impact upon different 
groups of aged: The employed, those living primarily on investment income or 
pension income, and those living off assets, and by income groups of the aged. 
The tendency to think of the aged as a homogeneous group often makes policies 
and provisions for the aged unrealistic. 

There are important differences (and some similarities) in the amount and 
distribution of consumer expenditures for the aged as compared with other age 
groups in the population.” Some of the differences are explainable in terms of 
family size and the kinds of expenditures necessary at different stages of the 
life cycle. This requires further attention in relation to changes in assets and 
liabilities. 

A careful study of both incomes, expenditures, assets, liabilities, and net worth 
of the aged is necessary, since certain types of “real income” to the aged are not 
customarily reported as income in various statistical surveys. The most impor- 





J. K. Lasser’s “Your Income Tax,” 1960 ed., Simon & Shuster, 1959, p. 118; and 
“State Taxes,” in Changing Times, the Kiplinger magazine, October 1959, pp. 42-47. 

*See Richard A. Musgrave, “The Incidence of the Tax Structure and Its Effects on 
Consumption,” in- “Federal Tax Policy for Economic Growth and Stability,” S4th Cong., 
Ist sess., Nov. 9, 1955, pp. 96-113. especially p. 98. 

7 See “Life Study of Consumer Expenditures,” Time, Inc., 1957. pp. 27, 29, 30. and 32. 
See also Sidney Goldstein, “Consumer Patterns of Aged Spending Units,” Journal of 
Gerontology, July 1959, pp. 328-333. 
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tant of these is probably withdrawals from assets, which probably is especially 
significant for understanding the welfare of the aged. However, capital gains 
and contributions from relatives probably also need to be considered, since they 
may be under-reported. 

The $25 to $30 billion total money income of the aged represented about 6 to 
7 percent of the gross national product in 1958. If, during the next decade, 
the relative share of the aged increases to 7 or 8 percent and the gross national 
product to $750 billion, the total money income of the aged will be in the neigh- 
borhood of $50 to $60 billion. Present and future tax policies with respect to the 
aged must be postulated on the likelihood of this type of increase. The impli- 
eations of this possibility requires careful consideration of existing and pro- 
posed policies. 


VII. EMERGING HEALTH NEEDS OF THE AGED: A PRIORITY NEED 


One of the most important areas affecting the income, welfare, and taxes of 
the aged concerns medical care. The importance of medical care costs to the 
aged is recognized by three provisions of existing Federal laws: 
(1) The special medical care waiver of the 3 percent rule for the aged; 
(2) The nontaxability of health insurance contributions by employers 
and the resulting benefits; 
(3) Medical care costs for old-age assistance recipients financed in part 
by Federal funds. 

Two observations are relevant in this connection: existing provisions are not 
adequately dealing with the health needs of the aged; and existing public assis- 
tance provisions will result in an increasing amount of subsidy from general 
revenues for medical care of the aged. 

Before any further liberalizations are made in existing tax laws affecting 
the aged, the longrun health needs on the aged should be carefully assessed. 

The total loss of revenues from the medical care deductions (for persons of 
all ages) was $1.1 billion in 1956. About $600 million of this was for medical 
care deductions in individual returns. Savings to employers for contributions 
made to health plants accounted for about $500 million. The combined total for 
persons age 65 and over was $120 million, of which $100 million was for individ- 
ual deductions and $20 million for employers.” These amounts have increased 
substantially since 1956 and probably approximately $1.5 billion at the present 
time. It is likely that the total will exceed $2 billion annually within the com- 
ing decade. 

Medical cate payments in public assistance in 1958 are estimated at $400 
million of which $300 million is for direct payments to suppliers of medical 
services. About one-half of this latter total—$150 million—is for medical serv- 
ices to aged assistance recipients. According to the best estimates I have been 
able to make, if all States were participating fully and providing reasonably 
adequate medical services at the present time, about $300 million more per year 
would be expended just for old-age assistance. 

Assuming that hospital costs will continue to rise only about 5 percent a 
year—a very conservative estimate—and that OASDI benefits were to remain 
at their present level relative to wages and prices, within 10 years medical ex- 
penditures in public assistance might reach—or exceed—$1 billion annually. Of 
this amount, a substantial share will come from Federal funds. If hospitals 
costs rise 10 percent a year as they did in the past decade, public assistance ex- 
penditures for medical care may rise even more rapidly. 

These totals do not include some $500 million now being spent for hospital care 
by Federal, State, or local governments. 

All of these expenditures will continue to increase as the aged population of 
the Nation increases and the demand for medical care by the aged increases. 
The Federal and State budgets in the future will be carrying a sizable and in- 
ereasing financial burden for medical care costs for aged persons. Voluntary 
health insurance does not adequately cover the medical needs of aged persons; 
it fails to cover many low-income aged persons; and is not likely to cover all 
or most low-income aged persons in the foreseeable future. Hence, some new 


arrangements may have to be developed to meet the health needs of aged per- 
sons. 








* Brown, previously cited in footnote 15. 
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VIIt. 






MAJOR FEATURES OF A PROPOSAL TO IMPROVE THE INCOME AND WELFARE OF THE 
AGED 





The considerations advanced in this paper indicate the need for the formula- 
tion of a comprehensive program to improve the status of the aged in which tax 
provisions would be included. The major features of a tentative proposal along 
these lines are as follows: 

(1) Improvements in the contributory wage-related benefits and the adop- 
tion of financing provisions to pay for such improvements ; 

(2) Extension of contributory coverage to all employments administra- 
tively feasible; 

(8) Addition of hospital insurance and related health insurance benefits 
to OASDI beneficiaries and purchase of such protection for other aged per- 
sons who are not beneficiaries. 

(4) Modification of the fiscal and investment practices of the OASDI 
trust fund as recommended by the Advisory Council on Social Security 
Financing; 

(5) Revision of the Federal-State public assistance provisions by broad- 
ening coverage to include all needy persons and providing for an overall 
equalization formula based upon Federal grants which possibly might 
eventually provide 50 percent to the State with per capita income equal to 
the national average. 

(6) Repeal or modification of the double exemption for the aged in the in- 
come tax and the repeal of the medical expense waiver for the aged. 

There are, of course, a number of possible alternatives and variations in de 
tails in any such overall program. The following discussion touches on some 
of the major elements under each of the six points. 






























1. Improving the contributory wage-related program 


Some of the improvements in the OASDI program might be the following: 

The benefit formula in the contributory, wage-related program could be modi- 
fied to provide an average benefit of $100 a month (at 1959 prices). The mini- 
mum monthly benefit for insured persons could be raised to $35 or $40. The 
eventual maximum individual benefit could be raised primarily by raising the 
maximum wage base thus assuring a spread in the wage-related, contributory 
benefit. 

Widows have the very lowest incomes among all beneficiaries. Logically, they 
should receive 100 percent of the primary benefit amount (as does a single re 
tired worker) instead of the 75 percent they receive as at present. An increase 
to 100 percent, however, might. cost somewhat more than one-half percent of 
payroll. Hence, it might be necessary to increase this amount in two or three 
steps. An initial increase could be to 80 or 85 percent. 

The “retirement test’ could be slightly liberalized to change the units from 
$80 to $125 (or some other appropriate unit). 

Two changes should be considered with respect to disability insurance bene- 
fits: 

(1) Repealing the present limitation paying benefits beginning only at age 50, 

(2) Paying the cost of rehabilitating disabled persons from the disability ac- 
count in the trust fund. 

Both changes would not only help disabled people but would aid the general 
taxpayer by reducing some of the general revenue financing costs. Many dis- 
abled persons now have to apply for public assistance or vocational rehabilita- 
tion, or both. Both programs are financed from general revenues and the Fed- 
eral Government is paying about 60 percent of the total cost of each program. 
Both programs are limited at the present time, in part, by lack of funds. Many 
additional disabled persons could be rehabilitated by providing that the dis- 
ability account would pay for their rehabilitation which would also save the 
system funds in the long run as these persons returned to work. 


2. Extension of coverage 


Coverage would be extended to all major types of employments not now 
covered.” In addition, the eligibility conditions of the program could be liberal- 





























® If coverage is-actually extended to all major types of employment, it might be appro- 
riate to review the issues involved in achieving universal coverage of all retired aged. 

owever, the complex questions involved in determining how to finance the costs of such 
a program and its impact on the contributory, wage-related system make it highly desirable 
in view of the past controversay over previous proposals that it be undertaken under objec- 
tive auspices. For some of the considerations involved see Robert M. Ball, “Pensions in 
the United States,” a study prepared for the Joint Committee on the Economic Report by 
the National Planning Association, 82d Cong., 2d sess., 1952, pp. 64-70. 
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ized so that individuals retiring in the near future could be eligible with fewer 
quarters of coverage than requred by present law. 


3. Adding hospital insurance benefits 


Hospital insurance benefits could be provided. 

Hospital benefits could be provided to aged persons (above the age of 75, 72, 
or 70) and also to widows and orphans, and possibly also to the disabled. 

By adding hospital insurance benefits, the long-run costs for medical care to 
public assistance recipients can be minimized. 

The basic duration of benefits initially could be 30, 45, or 60 days and extended 
by length of time the insured had contributed to the system so that a person 
with 10 years of contributions would receive 90 days of hospitalization and 
with 25 years of contributions could receive 180 days of hospitalization in a 
year. 

4. Modification of investment practices 

The adoption of the recommendations of the Advisory Council on Social 
Security Financing would increase the interest yield at the present time to the 
program on the trust fund. A bill along these lines has already been introduced 
by the chairman of the Committee on Ways and Means, Mr. Wilbur D. Mills. 


5. Modification of public assistance 


In line with the modifications and extensions of the OASDI program noted 
above, the public assistance program could be revised so that for all public 
assistance (including general assistance) the Federal Government would share 
on an overall ‘equalization’ formula basis which in the course of time would 
be based on Federal grants of 50 percent to the State with per capita income 
equal to the national average, with a range of about 3314 to 40 percent for the 
State with the highest per capita income to about 6624 to 80 percent for the 
State with the lowest per capita income. 

It would be desirable to have a transitional formula as a bridge from the 
formula in the present law to the new formula in order to give the States 
sufficient time to make financial and program adjustments. 


6. Repeal or modification of the double eremption for the aged in the income tar 
and the medical expense waiver 


If hospital insurance coverage is purchased for aged persons who are not 
OASDI beneficiaries, this cost could be borne out of general revenues. By 
modifying or repealing the double exemption for the aged in the income tax at 
the same time, these two actions could result in no net increase in costs to 
general revenues and most likely an eventual decrease. At the same time, it 
would reduce longrun costs for old-age assistance and provide more of the aged 
with protection as a matter of right rather than on a needs-test basis. 

The waiver of the 3-percent rule for medical expense should be reexamined 
in this connection. If all aged persons are covered by some basic health insur- 
ance protection, then the medical expense provision in the income tax could 
be the same for the aged as for those now under age 65. Some consideration 
might also be given to the lowering of the maximum exemptions under the medical 
expense provision. 

IX. CONCLUDING OBSERVATIONS 


Our gross national product is increasing and there is every indication it will 
continue to grow in the immediate years ahead. There is strong evidence that 
within the next 10 years the gross national product will be in excess of $750 
billion and that real family income will be much higher than it is today. Con- 
sequently, we must readjust our sights to the steady growth and expansion of 
our economy. We can afford to improve our social welfare programs for the 
aged if we plan our welfare and tax programs in a setting of increasing ability 
to pay for necessary and desirable improvements.” We should, therefore, seek 
to develop a comprehensive policy and consistent set of provisions relating to 
benefits and taxation of the aged. 





% For a more detailed explanation of how we may be able to afford paying for improved 
social welfare programs in the decade ahead, see Wilbur J. Cohen, “Trends in Social Wel- 
fare Programs and Expenditures,’’ Commercial and Financial Chronicle, July 31, 1958. 
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Naturally, there are financial considerations and limits at any given time to 
program changes. There are the all-important factors of method and timing. 
But OASI as a contributory social insurance system has demonstrated its 
effectiveness and, as wages, productivity, and earnings increase, we should 
be able to make as a central focus of our national policy the revision and 
improvement of the program in harmony with the Nation’s increasing ability 
to pay. 

A long-range financing plan is necessary, and this is one of the strengths of 
the OASDI program. Moreover, by relating the contributions and benefits to 
earnings, the system receives increased income as earnings increase. In addi- 
tion, employees have indicated their willingness to increase their contributions 
to the OASDI system for essential improvements. 

In considering future tax and program changes relating to the aged, any 
changes should take into consideration five general social policy assumptions: 

1. There is no need or justification in our economy for any aged retired 
person, disabled person, or family where the breadwinner has died, being in 
want. 

2. The need for any aged person to have recourse to assistance on a needs- 
test basis should be reduced to an absolute minimum. Present policies assumee 
that the number and proportion of aged receiving assistance will continue for 
the next 10 years at a relatively higher level than is desirable, i.e., in excess of 
10 percent of the aged population in 1970." 

3. Social insurance methods have proved their effectiveness and acceptability 
and should be strengthend to provide more adquate aid to the aged and to 
assist in dealing with the financial problems involved in medical care. 

4. In an expanding economy, we can allocate more of our public and private 
resources toward the needs of the aged and other nonemployed groups in such 
a way as to not adversely affect the incentives of the productive population. 

5. In addition to our social insurance needs, there are other important health, 
education, and welfare needs of the entire population that have a valid claim 
on our expanding resources and which must be taken into account in deter- 
mining social priorities in meeting human needs for any particular group. 
These priorities must be subject to periodic review and are one of the essential 
responsibilities of the Congress. 











TABLE 1.—Estimates of number of persons age 65 and over receiving money 
income from specified sources, by sex, December 1958 
Source of money income Total | Men | Women 
1. Population aged 65 and over, total_............-...----.-------.- | 15,380,000 | 6,990, 000 8, 390, 000 
STAR as ane ceeded ot accteesdechescssenadeees _| 3,680,000 | 2,110,000 1, 570, 000 
TN ois a eden ete ee ang Sale dee icatnninatagede ae eoald | 2,810,000 | 2,110,000 700, 000 
Nonworking wives of earmers.................-..-..-..-.....- | _ 870,000 iccascnsblahie 870, 000 
3. Social insurance and related programs.___-..._--- een ee 10, 830, 000 5,420,000 | 5,410,000 
Old-age, survivors, and disability insurance __.............--- | 9,230,000 | 4,590,000 4, 640, 000 
Railroad retirement program.____.__.........--.-..--.------- |  §90, 000 300, 000 290, 000 
Government employees’ retirement programs. --.---..._...-- 790, 000 420, 000 370, 000 
Veterans’ compensation and pensions... -..............-..---- 1, 240, 000 710, 000 530, 000 
/ I Ce ee ee 2,510,000 | 940,000 | 1, 570, 000 
5. No money income or income solely from other sources__-_._..-.._- | 1,610,000 240, 000 1, 370, 000 
Income from more than 1 of sources specified on lines 2 to 4... __-__- | 3,250, 000 1, 720, 000 1, 530, 000 





Source: Lenore A. Epstein, ‘“Money Income of Aged Persons: A 10-Year Review, 1948-58,’”’ Social 
Security Bulletin, June 1959, p. 3. 





“Projections to 1970 of the Number of Aged Persons Receiving OAA and OASDIT,” 
Research and Statistics Note No. 24, 1959, U.S. Department of Health, Education, and 
Welfare, Social Security Administration, Division of Program Research, Aug. 19, 1959. 
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TaBLE 2.—Estimated adjusted gross income on individual income tax returns 
jiled by persons aged 65 and over in 1956 


[In millions of dollars] 








Taxable | Nontaxable | Total 
returns | returns 
on | | ed 
GS OG VIEIOR SOO8 TROON. onan inc wenccnecescesmenaseesne | $17, 650 | $3, 440 | $21, 090 
Sf eee a ee ee ae 790 | 65 855 
SN a ie at ek lk ei ae ee teeel 16, 860 | 3, 375 20, 235 
TulGS DRCOG OF POUIE GOUIOE Ss a csi icici cacnendeeee | 2, 600 | 300 | 2, 900 
Total adjusted gross income attributable to persons | 
aged 65 and over__....-.-- ok rece ole atacand eoniandeealiasoel 14, 260 3, 075 17, 335 








Source: Prepared by Division of Program Research, Social Security Administration, Department of 
Health, Education, and Welfare, from individual income tax returns for 1956. 


TABLE 3. 





Total estimated money income for the aged, 1958 


[In billions] 
Source of income: 





Income maintenance programs: Amount 
IE sn ot dees oad gia pili Eide chiara cibatiee $6.7 

ann CRUNEA OA DINRNE | 5G a ee .6 
Other public retirement plans (including veterans) ~---_-_______ “A 

PUP ease CRG ne ee 8 ae 1:7 
Ns Sie es ss Se a a ee Oo) ee 10.7 

NI IOI a ti ei aia eosin sia a ube tical oat 1.0 
<1) ER tetera ee et een were scien achat oe 11.7 
SURI 2h ha) a ss ed Sg ae ale er has 9. 0-10. 0 
Other (dividends, interest, rent, ete.) ..2c....cesisu.iecle 4.3- 8.8 
Ns 3s eo ee ee 28 ete Fn tee eg -_.. 25. 0-30:.0 


NotTe.—This total does not include withdrawals from assets, payments for medical care by 
other persons or agencies, or nonmoney income. 


Sources: Program data from Social Security Administration; employment and other 
data derived by the author from data of the Bureau of OASI and the Bureau of the Census. 


TABLE 4.—State income-tar laws on OASDI benefits and contributions 


Thirty-four States have personal income-tax laws. New Hampshire and Ten- 
nessee levy a personal income tax only on interest and dividend income and are 
excluded from this analysis. Sixteen States have no personal income tax. The 
34 Svates are grouped below in four categories, according to their treatment of 
old-age, survivors, and disability insurance benefits and employee contributions 
for social security. 


BENEFITS NOT TAXABLE 


Contributions rot deductible 


Alaska Montana 
Arizona New Mexico 
Arkansas New York 
California North Carolina 
Colorado North Dakota 
District of Columbia Oklahoma 
Georgia Oregon? 

Idaho Puerto Rico 
Indiana * South Carolina 
Kentucky Utah 
Maryland Vermont 
Minnesota Virginia 


See footnotes at end of list. 
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Contributions deductible 


Alabama - Kansas 
Delaware Louisiana 
Hawaii Missouri 
Iowa * Wisconsin 


BENEFITS TAXABLE 
Contributions not deductible 

Mississippi * 
Contributions deductible 

Massachusetts ° 


1The first $3,000 received each year from all private and public pensions, including old- 


age, survivors, and disability insurance, is exempt from gross income tax. Railroad retire 
ment benefits are wholly nontaxable. 


2Employee contributions are not deductible; those made by the self-employed are 
deductible. 


’ Employee contributions are deductible; those made by the self-employed are not 
deductible. 


* Benefits to retired workers and their dependents are taxable; lump-sum payments and 
survivor benefits are not taxable. 

5 Benefits to retired workers are taxable; neither benefits to dependents and survivors nor 
lump-sum payments are taxable. 


Source: Warren J. Baker, “State Income-Tax Laws on OASDI Benefits and Contribu- 
tions,”’ Social Security Bulletin, September 1959, p. 20. 


STATEMENT OF DAN E. REED, ASSOCIATE COUNSEL, MICHIGAN FARM BUREAU 


Gentlemen, while we are sorry that your full schedule did not permit us to 
appear before your subcommittee at its hearing in Detroit on December 10-11, 
1959, we are glad to have this opportunity to present a statement on behalf 
of more than 72,000 farm families who are members of Michigan Farm Bureau. 

In the recent annual convention of Michigan Farm Bureau, held at East 
Lansing November 10-11, 1959, nearly 700 delegates, representing the farm bu- 
reau membership, expressed their interest in the coming White House Con- 
ference on Problems of the Aging scheduled for January 1961. The delegates 
also outlined some of the particular areas of their interest (see copy of reso- 
lution attached). 

As mechanization of farms has developed, the situation in which older farm 
people find themselves has also changed. The small “reitrement” farm, with a 
few chickens and a cow or two, no longer provides an opportunity for the grace- 
ful living out in self-support of the remaining years of a fruitful life. The 
supermarket and the demands of the modern housewife for standardized and 
prepared food items, and for homogenized, vitaminized, and pasteurized dairy 
products has eliminated many market opportunities for the retiree farmer. 
The American farmer, therefore, has a great interest in problems of the aged 
and aging, not only because of the effect on the general economy but also be- 
cause these problems will one day be his personal concern. 

As we face a rising percentage of older people in our population, and as 
we learn more about the problems of retirement, we recognize that our goals 
for the aged and aging should reflect these changing conditions. In our 
older citizens we possess a tremendous asset of experience, knowledge, and 
ability. We cannot afford to waste this resource by throwing it into the dis- 
card simply because an individual has reached an arbitrary age level. 

On the other side of the coin, we have now had enough experience with “re- 
tirement at 65” to know that the individual who has reached this so-called 
golden age frequently finds himself laid on the shelf, and medical reports 
indicate many wither and die simply from lack of purpose in life. 

We offer the following recommendations for your consideration: 

1. Social security—We believe that the present limitation placed on the 
earnings of persons receiving social security payments should be eliminated. 
This limitation discourages initiative and prevents the individual from using 
his abilities and talents for the general good. 

2. Employment opportunities —We believe that both union and management 
policies should be reviewed with the objective of eliminating forced retire- 
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ments at arbitrary age levels and to provide working agreements which will 
permit management to hire or continue to employ older people without penal. 
izing its financial standing. 

3. Decentralization of industry—Continued encouragement for industry to 
decentralize will assist in providing job opportunities where our older people 
are. A successful program of decentralization will include recognition by 
labor unions that demands for equal pay for equal work actually prevent lo- 
eation of small industries in areas where transportation, material supply, 
and other costs are multiplied. 

4. Minimum wage —Full opportunity for older people to find satisfying and 
useful employment, and for our Nation to use the valuable resources residing in 
our older citizens, may require a consideration of exemption from minimum 
wage provisions. People who may not care to work under pressure, or who 
may not be able to meet a pace which will warrant employment at the minimum 
wage level, may be very happy in employment at a lower rate. Gerontologists 
uniformly point to the need of a feeling of usefulness as an aid to a satisfying 
life for our older people. 

5. Control of inflation—Even a so-called creeping inflation of 1 to 3 percent 
per year causes the fixed income dollar of most of our older citizens to shrink 
in its purchasing power at an alarming rate. Control of inflation should be 
an immediate goal in order that (@) the budget dollar of our older citizens may 
retain its value and (b) to encourage savings and insurance programs that will 
permit individuals to provide for their own old age needs. 

6. Encourage thrift—Plans and programs designed to be of benefit to the 
aged and aging should not unduly penalize young people, farmers and others, in 
their efforts to establish themselves and to accumulate needed capitalization 
for their own enterprises. Constantly increasing old-age and survivors insur- 
ance tax levies drain off needed capital from those who are seeking to establish 
themselves in farming and other businesses. While we readily admit the neces- 
sity for social aid programs for those in need, we should also recognize that 
funds taken from the individual through county, State, and Federal taxes make 
it more difficult for our younger citizens to provide for their future needs 
through their own thrift and initiative. 

7. Health needs.— ‘We are very conscious of the medical needs of our older 
people,” said the farm bureau delegates in the attached statement. We believe 
that voluntary programs offering prepayment of medical and hospital bills 
offer a better answer to the problem than the proposed compulsory health pro- 
gram suggested as a new area of coverage under social security. Experience 
shows that Government aid programs, once started, are seldom terminated even 
though long-range effects on our entire economy may be undesirable. 

We are all aged or aging, and programs established for any age group are of 
concern to all present and potential taxpayers in our Nation. Whether we pro- 
ceed headfirst into a compulsory health program or back into it through pro- 
posed additions to our old-age and survivors insurance program, the result is 
the same. 

We sincerely hope that the recommendations may be helpful to your committee 


in the consideration of this important subject and in the development of your 
report, which we will await with great interest. 





COMMITTEE ON THE AGING 


Adopted by the Board of Delegates of the Michigan Farm Bureau, 40th Annual 
Meeting, East Lansing, November 9-11, 1959 


We are pleased that our Governor has established a Michigan commission on 
problems of the aging and also a citizens advisory committee to consider prob- 
lems of this kind preparatory to the White House Conference of January 1961. 

We recognize that aging persons have many problems of financial support 
and personal status in our modern society. Their creative employment oppor- 
tunities are being pushed aside by policies of retirement stemming from both 
the industries and labor unions. 

We would favor programs which create opportunities for these aging persons 
to continue to contribute to the fullest degree of their capacity to the advance- 
ment of the society of which they are members. We would favor programs 
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which contribute to their useful employment and a full enjoyment of their 
later years. 

We believe that any programs evolved by our Government should aim to 
create a condition in our Nation where aging persons may contribute to their 
own support to the fullest degree consistent with their health and capacity, 
and that all public programs should avoid the creation of amy unnecessary de- 
pendence upon Government support and welfare aid. 

It must be recognized that a promoted inflation in our Nation conspires against 
aging persons who have worked and saved to provide for themselves in their 
advancing years by eroding away the value of their savings, investments, cash 
deposits, and insurance annuities. 

Such a development inevitably forces more and more of the aging into cir- 
cumstances where they are forced to accept Government incomes, thus com- 
pelling them to become wards of the Government. This we cannot support nor 
condone. 

We believe that Government support for the aging should be restricted to those 
persons who are incapable of gaining private support or whose incapacity of 
body and mind renders them incapable of contributing to their own mainte- 
nance. As far as possible, employment opportunities should be created to 
utilize the abilities of these people. 

Government aid to the aging should be provided where dire need exists and 
where this need is created by the circumstances beyond the limits described by 
this stated policy. 


PREPARED STATEMENT OF THE MICHIGAN ASSOCIATION OF THE PROFESSIONS 


Mr. Chairman and members of the Senate Subcommittee on Problems of 
the Aged and Aging, the Michigan Association of the Professions is a newly 
formed organization which is made up, at this time, of some 2,500 doctors of 
medicine, doctors of dentistry, architects, professional engineers, and lawyers. 
No single profession dictates the policies of this organization and those policies 
adopted to date by MAP have been arrived at by action of a properly constituted 
board of directors duly representative of the professions. 

That board instructed that this statement be respectfully submitted to the 
Senate Subcommittee on Problems of the Aged and Aging of the U.S. Senate: 

The problem of the aged is not new. It is as old as civilization. 

Because of civilization we have today a larger percentage of the population 
which might be classified as “aged” (and that percentage is increasing) and 
because of civilization we concern ourselves more today with the aged than 
we did yesterday. But the problem is not new. 

The guidance of all services rendered to humanity under this civilization stems 
from one or more of the professions (and certainly from professions not yet 
represented in MAP). It is, then, right and meet that guidance of services 
rendered to that segment of humanity known as the aged should also stem from 
the professions. And it does, inevitably. 

Beeause this subcommittee is seeking to determine the variety and extent of 
the services now being given, the need for more or less of such services and ways 
and means whereby adequate services may be made available if they are not now 
available, its interest is to be commended and its findings to be reviewed with 
care. 

However, regardless of what this subcommittee finds, the guidance of services 
rendered to the aged must still come from the professions because that is the 
only earthly source there is for such guidance. That is an intransmutable law 
that even Congress cannot change. 

The only two things that this subcommittee can do are to bring the telling 
effect of money to control or influence those professional judgments and to set up 
restrictive limits or restrictive systems under which those professional services 
are carried out. 

The extent to which your recommendations might cause money to be used as a 
power to usurp the guidance functions of the professions will be the extent to 
which the professions will oppose them. Likewise, the extent to which your 
recommendations might restrict those guidance functions so that the aim of such 
guidance is diverted from the truth, will be the extent to which your recommenda- 
tions will be opposed. 

On the other hand, should your recommendations cause the power of money to 
provide needed facilities and funds for study, thereby inspiring the professions to 
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gain new heights of research and thought so that their guidance functions will 
be improved and better service rendered, the professions will support them. And 
if the restrictions of the systems you recommend will have the effect of placing 
greater force behind the advices of the professions—as the constrictive nozzle of 
a hose increases the distance to which a stream of water can be thrown—you may 
expect the support of the professions. 

We, therefore, have two recommendations to make to this subcommittee before 
it submits its recommendations to Congress and to a waiting world: 

1. That this subcommittee—both before and after it arrives at its reecommenda- 
tions—submit its findings to the profession, (and later its recommendations also) 
to give the professions the value of said findings so that they may use them in 
their guidance services. And further, to seek the advice of the professions after 
study has been given such findings. When such advice has been obtained to 
then submit its proposed recommendations to the professions to obtain from 
them a judgment as to whether said recommendations will aid the guidance 
services and/or will give greater force to these services, as indicated above, or 
whether they will have the opposite effect. 

The professions realize that this has often not been the procedure in the past. 
Perhaps some investigating committees have used their findings to advance the 
political fortunes of the investigators. Nevertheless, this subcommittee is in- 
vestigating a subject that cuts across all services rendered by civilization to 
humanity, and for it to presume to investigate such a broad subject and to fail 
to ask and heed the advice of those who have spent lifetimes of study in the 
tiny segments of that subject, as well as in its aggregate total, would be an affront 
to the professions of this Nation and of the world and would be unworthy of a 
subcommittee of the Senate of the United States. 

2. On the part of the Michigan Association of the Professions, we freely offer 
the services of our professions to render, publicly, a true and fair evaluation of 
the subcommittee findings and of its recommendations after due and deliberate 
study. Because publie service has ever been the prime concern of the professions, 
we are equally confident that similar evaluations will be as freely made by profes- 
sions not vet in our association. 

These advices and offers are sincerely and humbly made, recognizing both the 
power to do great good and the power to do egregious harm that lies in the hands 
of your subcommittee. 





THE PROJECT ON AGING 
OF THE COMMUNITY SERVICES CoUNCTIL, 


Lansing, Mich., December 15, 1959. 
Hon. PATRICK MCNAMARA, 


U.S. Senate, Washington, D.C. 


DEAR SENATOR MCNAMARA: Enclosed is a report to your committee describing 
the project on aging in Lansing, Mich., as was requested by Mr. Spector and 
Mr. Sheppard of your staff. 

Perhaps a few words about the project will be in order. We are a division of 
the Community Services Council of Ingham County, Mich., and have been co- 
sponsored by funds from the Junior League of Lansing and the Community Chest. 
We are basically a research, planning, and coordinating type of agency, and we 
try to develop adequate programs in the aging field, utilizing available facilities. 

We hope that this report from a local community agency, by expressing its 
philosophy and accompliskments, will be of some help to you. If we can 
be of any further assistance, please do not hesitate to contact us. 

Sincerely, 
JAMES F. McMICHAEL, 
Coordinator, Project on Aging. 


REPORT TO THE U.S. SENATE SUBCOMMITTEE ON THE AGED AND AGING, PREPARED BY 
JAMES F. McMICHAEL, CoorDINATOR, PRoJECT ON AGING, LANSING, MICH. 


PEOPLE, NOT NUMBERS 


There is a growing tendency in our country to speak of problems in terms of 
statistics rather than of people. Understanding and knowledge of the scope of 
a problem is vital to good community planning; however, we must always re- 
member that these numbers reflect individuals and should be treated as 
individuals. 
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In Lansing, we are concerned with the problems of persons who live in this 
area. The programs developed are the programs we feel can benefit our people 
the most. 

Recognizing that the older citizens’ friends, relatives or spouses may have 
passed away, that sometimes they are forced to live on greatly reduced incomes, 
that old houses are difficult to maintain (as well as expensive), and that for 
some, physical limitations play an important role in their life, we try to plan 
our programs accordingly. Realizing also, that the community often times has 
a concept of the aged as being “second-rate citizens,” not able to keep up with 
“the rest of us,” and that many people have a concept of “poor old folks” which 
the healthy, happy oldster defies, and having talked to employers about hiring 
older workers; hearing them say, at one time “I wouldn’t trade them for 10 
younger men,” and then at another time, “It’s against our policy to hire older 
workers because it isn’t profitable,” and then sitting in on committee action and 
listening to people in their 60's, 70’s, and 80’s' talk about programs for “the old 
folks” as if old folks are somehow different, brings us to the realization that we 
are talking about a diffuse and almost intangible subject. 

Age, of itself, is tangible. Time, its passing, is measured in exact terms. 
Seventy years old means 70 years have passed and nothing else. Why, 
then, do we think of some persons as old and others as “70 years young”? Why 
do we speak of the “problems of aging”? Aren't these really “problems of 
living”? 

Certainly, one must realize that just as any other age group has problems, so 
does the older group, but to assume that all aged persons have the same prob- 
lems is ridiculous. The number of persons in the 65 and over age group is 
steadily increasing, and this fact lenus importance to the programs which need 
to be developed for a minority of this group, but it must be remembered that 
this is a minority of the total group. Just as we do not speak of “problems of 
teen-aging’ because some teen-agers have problems, so we should not speak of 
“problems of aging,’ because some oldsters have problems. 

What we're saying is basically this: Because so much importance has been 
accorded the numerous statistics concerning the aged, a concept of the total 
group has been formed which is misleading and inaccurate. This is the all- 
important concept: Each individual should. be judged for his own ability, his 
own method of adjustment, his own way of living regardless of his age or status 
inlife. We cannot let ourselves generalize the problems of a few to the existence 
of the total group. To pass judgment on any person due to a general prejudice 
of his age, race, sex, status or what have you, is a serious matter. 


THE PROJECT’S AIMS 


Bearing these thoughts in mind, the project plans its programs to deal with 
the total picture of the aging process. These programs generally fall into three 
major areas: 

(1) To institute programs which will effectively cope with the problem areas 
in which some senior citizens presently find themselves. Such programs as a 
drop-in center, to alleviate the loneliness of some, “meals on wheels,” to furnish 
nutritional support to those who desire to stay in their own homes, housing, 
for those who no longer desire or are able to stay at home and would like a 
suitable residence to live in, and other such programs are examples of this 
objective of our local community planning agency. 

(2) To change the attitudes of the community toward its oldsters and the 
oldsters toward themselves through educational programs. To present the 
oldster as a valuable member who can contribute services to the community. 
Such programs as a senior citizens fair, to demonstrate the skills and talents of 
our older citizens, a senior citizens service center, to enable the community 
to enlist the help of its senior citizens in various projects, and continuous edu- 
cation through mass media concerning the contributions of outstanding senior 
citizens in the community assist this effort. 

(3) To develop an awareness of the entire aging process in the younger gen- 
eration. This is done through emphasis on successful retirement, ie., people 
who have successfully adjusted to the later years, no matter if it be the retired 
factory worker or business executive. By continuously pointing out the positive 
aspects of the later years, we hope to bring about the realization of a full and 
happy life for the younger citizens of our community. 
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THE PROJECT'S ACHIEVEMENTS 


A frequent question we hear is, “What have you done?” Basically, the project 
on aging is a coordinating agency concerned with study and recommendations 
to existing agencies rather than actual administration of direct service programs. 
Valuable programs resulting from the project’s existence are: 

(1) A senior citizens drop-in center: By bringing together the local AFL-CIO 
Community Services Committee and the Lansing Recreation Department, we 
now have a sponsored, 5-day week drop-in center which furnishes an oppor- 
tunity for senior citizens to obtain fellowship and a light lunch free of charge. 

(2) A diversional therapy program in Ingham County's nursing homes: This 
program is designed to have volunteers in the nursing homes on a regular basis, 
to work with the patients in order that they might have constructive diversion 
included in their everyday existence. 

(3) The church and senior citizens committee: The establishment of this com- 
mittee has stimulated our local churches to work in the field of aging. The 
committee is presently educating church groups to their responsibilities with 
their senior members, not only in providing services for them, but in bringing 
them into the church and using them as aids with church projects. 

(4) A senior citizens fair: First started this year, the fair has accomplished, 
we believe, three things : 

(a) Demonstrated to a major part of the community that our senior 
citizens have many varied and exceedingly useful skills. This was pointed 
out by the many comments received, such as, “I never thought it would be 
as nice as this.” 

(b) Stimulated younger persons in the community to develop leisure-time 
activities in preparation for their later years. 

(c) Provided senior citizens an opportunity to have a function of their 
own to look forward to each year, and to encourage their fellow oldsters to 
develop similar activities. 

The reaction to the fair has been tremendous, the success overwhelming, and 
the possibilities for future fairs appear endless. 

(5) Public information program: Aimed at publicizing the aspects of aging, 
changing attitudes toward aging, and informing residents of current activity, this 
program has made the following accomplishments: 

(a) Cosponsored a series of 13 television programs, “What’s with my 
time,” featuring a panel trying to determine the varied activities of the 
senior participants, 

(b) Two public forums with public meetings and featuring speakers on 
various aspects of aging including Tom Collins, F. C. Swartz, M.D., and 
others. 

(c) Continuous features by the local daily, “The State Journal,”’ on con- 
tributions made by outstanding senior citizens. 

(ad) Use of radio for interview shows and spot announcements. 

(e) Speaking engagements to various groups in the Lansing area. 

(f) An “older citizens calendar’ published weekly in the Journal telling 
of activities for oldsters. 

(g) Weekly newspaper features telling of qualified older workers avail- 
able for work. 

(6) A senior citizens camp: The camp provided an opportunity for older 
citizens to meet in constant fellowship for a weekend period. The results were 
both amazing and gratifying to the planning group. This being the first experi- 
ence, it was hard to obtain satisfactory attendance, but we are sure that next 
year the camp will be overflowing due to the comments of those who attended. 

(7) An older worker demonstration project: This project has been developed 
in Lansing in cooperation with the Michigan Employment Security Commission 
and the Federal Department of Labor. A detailed report was submitted to the 
U.S. Senate Subcommittee on the Aged and the Aging by the Michigan Employ- 
ment Security Commission. 

(8) An employment resource directory: This directory was published to help 
the unemployed older worker in the community, 45 years of age and over, obtain 
new employment. It has been generally distributed, and has been found to be 
helpful in acquainting the older worker with community resources available to 
him. 

(9) A preparation for retirement conference: Held in cooperation with the 
Labor and Industrial Relations Center at Michigan State University, this con- 
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ference brought in employers who have a preretirement program to describe their 
programs to some 100 other employers. The success of this conference was 
evidenced from the number of firms who have since started programs of their 
own. As a result of requests, another conference will be held during 1960. 

(10) A study of the need for “meals on wheels” and home care.—This study 
definitely proved that there is a need in the Lansing area for a ‘meals on wheels” 
program. As a result of this study, steps are now being taken to initiate such 
a program. This report was made earlier to the U.S. Senate Subcommittee on 
the Aged and the Aging by Mr. Barrett Lyons of the Michigan Department of 
Social Welfare. 

There are several other programs that could be described here, however, it 
is fair to say that with the help of the project on aging in Lansing, much activity 
has resulted in the field of aging. The mass media have become more cognizant 
of the need for educating the public, and many projects are being carried out 
on a local basis to increase the community’s awareness of the total aging 
process. 

LOCAL ACTION NECESSARY 


These, basically, are the concepts that guide us in our attempts to cope with 
the aging process on a local community level: We sincerely believe that for 
any program to be effective, it needs the participation, implementation, and 
support of the local community. It cannot be based on a Federal or State 
agency’s attempt to subject a local community to one of its programs. It must, 
instead, be an expression of the awareness of local communities of the need 
for action in this area, and can best be dealt with by local action. Each com- 
munity in the United States is different from the other. As our program is 
designed, by us, to deal with the problems in our community, so must the pro- 
grams in other communities be designed, by them, to cope with the problems 
in theirs. Stimulating programs on a State or National level is helpful, but 
unless the local citizenry can be aroused of the need to take action in this area, 
we can never hope to have effective programs to meet the overall needs of the 
aged population, nor can we ever hope to successfully cope with the future 
problems unless the local community is involved. 














A DIVERSIONAL THERAPY GUIDE 
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A DIVERSIONAL THERAPY GUIDE 
1958 

This material is offered by the Junior League 
of Lansing, Michigan as part of a presentation given 
at the November, 1958 meeting of the Ingham County 
Nursing Home Association to demonstrate to the 
managers of the Nursing homes how an activities and 
diversional program might economically and efficiently 
be developed in their homes - and also as a possible 


guide to volunteers working in the homes, 
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A STATEMENT OF PROGRESS 

At the request of the Executive Committee of the 
Ingham County Nursing Home Association and at the 
recommendation of the Greater Lansing Project on Aging 
a survey of the Ingham County Nursing Homes was cone- 
ducted last spring to determine what diversional therapy 
the homes now have, what they would like to have, and to 
explore the possibility of having a permanent, planned 
and supervised activities programs in all of the homes. 
This survey clearly showed the home managers have a 
high degree of interest in diversional therapy and that 
they would like to have one of their asscciation meetings 
devoted to a discussion of the methods and purposes of 


activities programs. 
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WHY DIVERSIONAL THERAPY? 

Mr. Joe Adams is eighty-five years old, the victim of a stroke. He is 
sitting in one of Ingham County's convalescent homes - he doesn't know what 
day of the week it is because there is no reason for him to know, for his days 
are uninterrupted by any change - he has little money for the small pleasures 
of life; he is desperately lonely. He is well cared for physically, he has hot, 
well balanced meals and a clean place in which to live but mentally and 
emotionally he is fast degenerating. This fact tends to make him crotchety 
and demanding. It is a fact the managers and nurses caring for him are « 
busy keeping him clean and his food nutritious that they have little time 
write a letter for him, visitand laugh with him. There are not enough “7 re 
in the day for these busy managers and nurses and there is no abunca:.- 


money to finance an elaborate diversional therapy program, The sowie « 
this problem is an organized diversional therapy program staffed by trzii.c., 
cheerful, regular and supervised volunteers! 

If the nursing homes have an organized diversional therapy program, 
something like magic in all probability will happen to Joe Adams. He will 
be happier emotionally and mentally and healthier physically - he wiil eat 
and sleep better - he will be less cranky and more responsive and appreciative 
of what is being done for him. 

Through an organized program of friendly, human service these senior 
citizens will not be just existing to die but will be given an opportunity for the 
social contacts and diversion so essential to making their last few years on 
this earth happier and more meaningful. The cost of a few crayons, paste 


and paper is small indeed compared to the great benefit the senior citizens 


will receive - the great increase in the attractiveness of the homes to families 


seeking places for members of their families. 
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Let Volunteers and the home managers put their hearts and heads to- 
gether to make a diversional therapy program a reality in Ingham County. 
It won't be easy - it will take time, effort and the cooperation of all but 


the results for the managers and their patients will be unlimited. 


Basic Kit of Materials Needed - Cost 
Estimated for six patients use for a year 


1, Crayons 24 Colors - 39 cents a box 
2, dineews 3 Pair .25 cents each 
3. Paste Large Jar .40 cents 
4. Poster paint 1 box 
5. Paint brushes 6 Brushes - 10 cents 
6. Pencils 6 Pencils 
7. Construction paper 1 Package 
Total $3 


PLEASE NOTE: 
Many useful materials are gladly donated by business firms. For 


example - ice cream cartons, wall paper books, The volunteers have 


bits of yarn, magazines, etc., which they bring. 
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THE AGED 


Magazines 


Cardboard (Shirt boards from laundry) 


Rags (for cleanup) 


Yarn 
Leather 


Silk stockings 


Frozen food plates 


Christmas cards 


AND 


THE 


AGING 


Old felt and scraps of material 


IN 


THE UNITED STATES 


MATERIALS TO SAVE 


26. 


28. 


29. 


30, 


Si. 


Orange juice and tuna fish cans, coffee cans 


Salt or oatmeal box 


Corks 


Egg box - milk carton - ice cream carton 


Paper bags 
Spools 

Flash bulbs 
Hat box - shoe box 
Wallpaper 
Feathers 

Buttons 

Paper plates 
Wire coat hangers 
Pine cones 
Lollipop Sticks 


Old socks 


Match boxes 
Broomsticks 
Fruit jars 

Bottles 

Shells and pebbles 


Artificial flowers 
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AN IMPORTANT MESSAGE TO THE VOLUNTEER! 

It is not necessary for you to have artistic talent to be a volunteer 
in a diversional therapy program. It is the spirit in which you work 
with these elderly people that matters. Your smile, your listening 
even when you cannot understand what is being said, your words of 
encouragement to hands that won't do what the patient wants them to; 
your acceptance of these older people regardless of their mental and 
physical handicaps as living, sensitive human beings - these are the 
wonderful and simple talents you need to have. 

Experience has shown the project of the day is of secondary 


importance - the project is an excuse to get these people together 


so that they may visit, be doing something and be with you. 
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HELPFUL HINTS FOR THE VOLUNTEER! 
1. Be regular - go a definite time each week, 


2. If possible, plan your day with another volunteer and work with her 
in the home. This is more stimulating and more fun. If one volunteer 
cannot go the program can be carried on by the other volunteer - 

(The Buddy System) 


3, Have a sample - completely make the article to be made by the 
patients ahead of time - patients need to see what they are trying to 
create - it motivates them. 


4, Have a second project planned for each day - (a safety valve). You 
may find your patients couldn't do the project you had planned or they 
weren't interested - hence, the second volunteer can start them on 
another project. Games can be used as a buffer. 


5. Have projects planned to last one and one half to two hours - patients 


tire after this. 


6, Plan ahead what your projects will be, This will be easier for you 
and you can save now the cottage cheese for the Ma, baskets, etc. 


7. If possible, have project planned making things for someone else - 
patients fulfill a need to do something for others, Patients often ask 
"Why am I doing this ?'' 
Agencies which welcome handiwork of patients: 

(a) T.B. Sanitorium 

(b) Community nursery 

(c) East Unit of Sparrow 

(d) Mentally retarded children 

(e) St. Vincent's orphanage 


8. Whenever possible have small, surprise parties - Halloween, 
Thanksgiving, Christmas, Valentines, 
(a) Patients enjoy the smallest keepsake - a pretty paper 
napkin, pencil, flower. 
(b) When planning refreshments have extras as non-regular 
patients will be interested (include all you can), 


(Ask the manager about special diets and for a list of possible 


diabetic patients), 
(c) Remember their birthdays. 


9. Have a game day - Bingo with small prizes, checkers, etc. 
Use Music as therapy when possible - community singing of religious 
and old, familiar songs - records - mouth organ, guitarist, etc. 





a 
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10. As time goes by, you can realize in your planning the individual 
differences of your patients - plan special work for certain patients 
whose ability and interests vary, 
11. Vary your program with Outside Entertainment once in a while, 

Sources of Outside Entertainment: 

(a) Churches 

(b) Scout groups 

(c) Barber shop quartet 

(d) City recreation department 

(e) Movies (Home varity - travel and nature) Religious movies 


(f) Magic Clubs 
(g) College - M.S.U. -- Music and Art Departments. 


A TYPICAL PROJECT 

The next pages demonstrate an eight weeks project in diversional 
therapy. Volunteers working in a home one afternoon a week for two 
hours. This project was actually done by patients working with volun- 
teers, 

The project was called a ''Fun Kit.'' A shoe box was taken and 
various articles were made which would fit into the box and with which 
children could play. This ‘'Fun Kit" was a flexible activity around 
which anything could be created depending on the ability and interests 
of the patients. The wonderful factor about the ‘''Fun Kit'' was that 
the patients were making things for children - these boxes were giver 
to the Community Nursery. The estimated cost of six ''Fun Kits" 


using the afore-listed basic supply kit was $1.75. Six patients working. 
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Shoe Box 
(For Fun Kit) 


First Week in October 
lst Project 





Materials 
Large shoe box (Shoe stores will donate) 
Bright enamel paint and small brush 
Scissors 

Turpentine and rags 


em wWrh 
aoe’ Fe 


Procedure: 
1. Punch slits in box top with scissors or knife so that clothes 
pins will stand up on box top. 


2. Paint box on outside with enamel 


2nd Project Clothespins 





Materials 
1. 5 Clothespins 
2. Poster paints 
3. Small brush 
4. Yarn or cotton for hair 


Procedure: 
1, Paint face and clothes on clothespins 
2. Glue cotton or yarn on for hair 











2nd Week of October 
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Complete Ring Toss Game 





lst Project 


Materials 
1, Wallpaper or wrapping paper scraps (Stores will donate old 
wallpaper books) 
2. Scissors 

3. Paste or glue 

4. Canning rubbers 

5. Enamel and small brush 

6. Yarn 


Procedure: 
1, Line shoe box with wallpaper 
2. Paint circles around slits and number each for scoring game. 
3. Tie five canning rubbers together with yarn to store in box for 
ring toss game, 

? ~ 


2/4 
_ we 





2nd Project Nee Yarn Doll 
NN 


L/S (For Fun Kit) 
Mii Vy) \ 
Materials 


1, Light colored yarn for body of doll 
2. Yarn for trim 

3. Scissors 

4. 4 or 5 inch piece of cardboard 


Procedure: 
1, Wind yarn around piece of card board 30 times for body. 
2. Slip piece of yarn under yarn at top of cardboard and tie firmly. 
3, Remove from cardboard cut coil of yarn at opposite end from 
kit, 
4, Wind yarn around cardboard 15 times for arms, remove from 
cardboard, cut through each end of coil, tie ends at wrists. 
5. To form head, tie the body about one inch down from top. 
separate body in half and slip arms up to position at shoulders. 
6. Tie at waist with bow knot. 
7. Trim skirt evenly at bottom, 
8. Fasten on eyes, nose, mouth, and hair with colored yarn, 


For boy doll, separate skirt and tie at ankles. 
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Faces for Halloween 
Faces from Boxes 
For Decorating 


Third Week in October 





lst Project 


Materials 
1, Cereal boxes 


© 


2. Poster paint, brush 
3, Construction paper 
4. Scissors 

5. Paste 

6 


- Scrap materials 


Procedure: 
Cover boxes with paper or paint add features of paper or paint. 


Qa 
i \ 

2nd Project C } © ) Faces for Halioween 
1 LVN |} 


~ en 


ee ae 


Materials 
1. Large Paper Plates 
Stapler 
Poster paint 
Scraps and construction paper 
Scissors and paste 


ui » WwW & 


Procedure: 
A cut is made from the outer edge of a paper plate to its center. 
The two edges are lapped over until an oval look is achieved. The } 
excess is snipped off and the parts are stapled in place or glued. 
A mouth and eyes may be cut out and decorated, or the features 
can just grow from scraps, paint, or paper for an eerie look. 
Yarn and string could be used for hair. 


3rd Project ee Paper Bag Faces 


L 
WW | 
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Materials 
1, Paper sacks 
2. Crayons 
3. Tempera and brushes 
4. Scissors 
5. Paste 
6, Scraps and paper 


Procedure: 

The placement of the eyes, nose, and mouth are marked by the 
teacher or person while the bag sits on its maker's head. 

Next the features are cut out and decorated. 


 <cspdigt. ate 
Fourth Week in Oetobér -Y ~& \. “XS \Halloween Party 
LO £0 EXSS , 
“Yl { \“ Ss 
a 
KY Pum _pkin 


Carving the Pumpkin 


Materials 

1. 1 Pumpkin 

2. 1 Radish 

3. 1 Flat white squash 
Parsley 
Corn husks 
Knife 
Toothpicks 


Procedure: 

1. Carve pumpkin face 
Attach radish with toothpick for nose 
. Attach parsley with toothpicks for eyebrows. 
Attach corn husks with toothpicks for hair 
Use flat white squash for base. 


uk Ww Ww 
e ° 


Volunteers bring Halloween cookies, ginger ale or cider, tea, etc, 
Use Halloween napkins and cups 
Consult manager of diabetics and special diets 
Diabetic cookies can be purchased, 
Have group singing 
Play bingo or other games if there is time. 


43350 O—60—pt. 8———20 
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lst Week of NovemberW . ) Fall Table Arrangement 





lst Project 


Materials: 
1. Assortment of dried weeds or flowers found in fields in area, 
2. Container suitable for vase. 

Could be a gourd, pumpkin, squash, foil covered can or cottage 
cheese box, filled with sand, dirt or chicken wire that has been 
crumpled, 

3. Diluted poster paint or colored ink, 
4, Container to put paint in, such as frozen food pan or pyrex 
dish, etc. 


Procedure: 
Dip dried weeds in diluted paint and let dry. (While drying, 
work on second project.) 


After paint has dried on the weeds, have patients arrange them 
in container. 


Children's Puzzle 
(For Fun Kit) 


2nd Project: 





Materials: 
1. One shirt cardboard 
2. Magazines with colored pictures 
3. Scissors 
4. Paste 


Procedure: 
Select colored magazine picture that would make an interesting 
picture puzzle for a child, 


Cut out and paste on cardboard. After paste is dry, cut out in 
different shapes that will fit together again easily. 


Place in Fun Kit. 




















2nd Week in November 
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Sewing Cards 
(For Fun Kit) 


lst Project 


Materials: 


1, Stiff paper or cardboard (Shirt cardboards are excellent 
for this) 


2. Crayons, paste, and scissors. 
3. Paper punch or smal! nail. 


4. Sequins, small buttons, feathers, are fun to paste on figures 
to decorate. 


5. Yarn of different colors or shoe laces. 
6, Patterns of animals, dolls, stars, etc. 


Procedure: 


2nd Project 


Trace pattern on heavy paper or cardboard, Have a few done 
ahead as this may be hard for some patients. Be sure black 
dots for punching show on cardboard. Punch through each 
black dot with a nail or punch, With a biunt end needle and 
colored yarns, sew through holes. 

Decorate figure with paste-ons. 


Leather Comb Case 
(For Fun Kit) 





Materials: 


1, Scraps of leather 

2. Lacing from craft shop 
3, Leather punch 

4, Scissors 


Procedure: 


1. Make pattern for comb case out of cardboard. 

2. Trace pattern on leather twice. 

3. Punch holes in leather at even intervals around edge of case. 
4, 


Tice knot in lacing and start with knot between pieces of leather 


and lace around —— through corner holes twice. 
5. Loop end of lacing back through 3 or 4 loops. 
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Third Week in November Paper Weight 





lst Project 


Materials: 
1 Glass jar with screw top. 
1 Plastic figure 
Moth flakes or mica snow 
Waterproof household cement 
Blue Coloring 


Procedure: 

1, Cement figure inside lid. Let dry thoroughly. 

2, Fill jar with water slightly tinted with blue coloring. 
3. Drop in one or two teaspoons moth flakes or mica snow. 
4. Apply cement around rim of lid and screw it onto jar. 


Let dry thoroughly before use. 


Child's Scratch Pad 
(For Fun Kit) 


2nd Project 





Materials 
1, Cardboard 


2. Cloth scraps 

3. Paper sheets 

4, Paper punch 

5. Brads or ribbon, 
Procedure: 


Cover cardboard 3" x 4'' with cloth, folding over 1 inch, Glue to 
underside. Then glue on construction paper cut 1/4" smaller than 
cover to cover raw edges, Then cut paper sheets for inside papers. 
Punch two holes and insert Brads to hold together. 


Repeate for back cover. 
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4th Week in November Indian Hat 


(For Fun Kit) 





lst Project 


Materials: 
1. Crinoline 
2. 4 or 5 Feathers 
3. Stapler 
4. Crayons 


Procedure: 

Fold piece of crinoline 3 1/2" by 22" in half lengthwise to make 
head band, Lay flat and draw designs on one side, using bright 
colored crayons, 

Staple ends together overlapping the crinoline about 1/2 inch, 

Insert feathers in band and staple in place. 


2nd Project Pine Cone Turkey 
For tray favors or 


Table decoration 





Materials: 
1. Small, fat pine cones for body. (About 2'',) 


2. Tiny acorn or pine cone tip for head, 

3. 9" Pipe cleaner for legs and feet. 

4. Fine red yarn or string for wattles. 

5. Glue 

6. Scissors 

7. Short fluffy feathers for tail. 

8, Small piece of bark or cardboard for base, 
Procedure: 


Wrap9' pipe cleaner near base of larger pine cone. Bend to make 
into legs and feet. Glue short feathers on base of cone to make tail 
for turkey. 








2318 THE AGED AND THE AGING IN THE UNITED STATES 


Bend short piece of pipe cleaner to make neck and glue into place, 
Glue very small pine cone or acorn to other end for turkey head, 
Make wattels of red string or embroidery floss that has been 
looped. Glue to head, 

Make base of bark or cardboard and glue feet to this. Can 
be used for tray favor, place card or just cute table decoration. 

In keeping with Thanksgiving tradition, it would be fun for the 
volunteer to take some corn candy for the patients to eat. It 
makes the day a little more festive, 


TO THE VOLUNTEER 
Your role as a volunteer in a convalescent home 
is a high one. Your warm heart and wisdom in desiring 
to help others makes you a very special person - special 


to everyone who desires a better world but especially to 


the elderly people who so desperately need you. 














he 
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[From the State Journal, Lansing-East Lansing, Mich., Sept. 10, 1959] 


OPENING OF SENIOR CITIZENS Farr SET—VARIED TALENTS WILL BE SHOWN AT 
Civic CENTER 


Excitement is mounting these days as exhibitors in the senior citizens fair put 
finishing touches on their displays for the biggest event ever slated for older 
residents of the Lansing area. 

The fair will be opened at 2 p.m., Friday, in Lansing Civic Center with ribbon- 
cutting ceremonies, plus crowning of the fair’s king and queen by Mayor Ralph 
W. Crego. Visitors will have the opportunity afternoons and evenings through 
Sunday afternoon to see an array of talents developed by our senior citizens. 

In addition to the exhibits of handiwork and hobbies of nearly 100 exhibitors 
in more than 200 categories, houf-long “talent in action’ demonstrations will be 
a feature of the fair. 

Friday from 3 to 4 p.m. Earl E. Taylor will demonstrate chair caning and 
Miss Katherine Smith will display her painting talents; 8 to 9 p.m., George C. 
Gantzer will show how he makes flowers from seeds and nut shells and Mrs. 
Rose Austen will demonstrate fancy cake decorating. 


FLORAL WORK 


At 3 p.m. Saturday Mrs. Angie R. Edgerton will show how to make floral and 
Christmas decorations and Alfred E. Daft will demonstrate furniture refinishing. 

Cliffe Prevey will demonstrate stone polishing, and Mrs. William A. Demaska 
will show artificial floral designing skills at 8 p.m. Saturday. 

Sunday’s “talent in action” at 3 p.m. will include the art of making wood 
fiber flowers by Mrs. Marie M. Brown, and corsages made of pods, cones, nuts 
and corn by Mrs. Ray Barnard. At 5 p.m. Mrs. Floy M. Miller will show her 
talents for china painting and Ray Barnard the making of candle holders and 
wreaths of pine cones and nuts. 

Oil painting demonstrations will also be a part of Saturday and Sunday pro- 
grams. Peggy Donnell and Trixie Lindhout are the artists. 

Entertainment is also planned for the event. At the 2 p.m. opening cere- 
monies Friday Mrs. Claude Lewsader, pianist, is scheduled to perform and from 
7 to 8 p.m. Friday the Will Stone fife and drum corps, plus Orla Rider, pianist, 
will be on the program. 

BAND TO PERFORM 


Saturday from 2 to 3 p.m. a band, composed of Mrs. John Zuber, Mrs. Bessie 
Sly, Mrs. Gladys Kenny, and William Trower, will entertain. At the evening 
performance an eight-piece kitchen band will be featured from 7 to 8 p.m., and 
Mrs. Cofine Elsie and Mrs. Mary Norman, pianist, will entertain. 

Sunday’s program will feature Harland Kline, organist, from 2 to 3 p.m. 

The fair will be open afternoons and evenings, free of charge, for young and 
old to view, be entertained and to learn how the golden years can be ones of 
accomplishment and satisfaction through development of talents and hobbies, 
which include every type of exhibit from weaving, stone collections to model 
trains and ceramics. 

The senior citizens fair, the first of its kind in Lansing, is being sponsored by 
Civitan Club, Pilot Club, the Lansing recreation department, the State Journal 
and the recreation department project on aging. 


OLDER CITIZENS CALENDAR 


(This calendar is published each week by the State Journal in cooperation 
with the Greater Lansing Project on Aging. Items to be listed may be tele- 
phoned to Miss MeClench, IV 4-4541, before Wednesday noon. Unless otherwise 
indicated, any older citizen (60 or older) will be welcomed at any of the events 
listed. ) 

MONDAY, NOVEMBER 9 


Progressive Pedro: Drop-in-Center (see below for time and place). 
Lunch, shuffleboard, cards: East Side Community Hall (see below). 
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TUESDAY, NOVEMRER 10 


Cards, shuffleboard : Drop-in-Center (see below ). 

Visitors’ day (Eaton Rapids): IOOF Hall (see below). Bring table service 
and a dish to pass for yourself and two guests. 

Dance: Civic Center. 8 to 10:30 p.m. Open to all 60 or over. Free. 


WEDNESDAY, NOVEMBER 11 


Birthday party. Hall, Olds Local 652, Clare Street. Bring a dish to pass and 
own table service. 

Home league (group activities for women): Visitors welcome. 1:30 p.m. Sal- 
vation Army Citadel and Recreation Center, 902 North Cedar Street. 


THURSDAY, NOVEMBER 12 


Service project (stuffing envelopes): Visit nursing home. Meet at Drop-in 
Center (see below). 

Concert: (George London, world famous baritone). Auditorium, Michigan 
State University, 8:15 p.m. $2.50-$1.50. 


FRIDAY, NOVEMBER 13 


Games, other activities : Drop-in-Center (see below). Bring a prize. 
Birthday party: East Side Community Hall (see below). Invite a senior 
citizen or other guest. Bring a dish to pass and own table service. 


SATURDAY, NOVEMBER 14 


Travel film: (“Magic of Mexico,” Robert Mallett, narrator). Michigan State 
University auditorium, 8 p.m., 75 cents. 


Drop-in-Center: Cedar Street Recreation Building, 429 North Cedar Street. 
Open 11 a.m.-3 p.m. 

Citizens neighborhood centers : Open 11 a.m.-3 p.m. East Side Community Hall, 
fire station, East Michigan Avenue at Hayford Avenue. 

S. Washington Center, IOOF Hall, 1815 Washington S. Avenue. 


Books for information, inspiration, recreation: Phone your public library 
(IV 5-2257), for service hours of the branch nearest you. 





SENIOR CITIZEN—ENGINEER SEEKS CONSTRUCTION JOB 


For hire: The accumulated experience of 30 years. A construction engineer 
with a degree in civil engineering and structural design offers his background 
and know-how to any construction firm that believes maturity is an asset and 
not a liability. A thorough investigation of this man’s proven ability and gen- 
eral health will be welcomed. For more detailed information, contact Harry 
Smith at IV. 44441, ext. 15. 

(This weekly column is prepared by the public information subcommittee of 
the Great Lansing Project on Aging in cooperation with the State Journal.) 





LANSING SENIOR CITIZENS ENJoy Mystic LAKE VISIT 
By Jim Hough 


(State Journal staff writer) 


MystTio LAKE, September 21.—Twenty-one of Lansing’s senior citizens went 
camping last weekend. 

Well, they didn’t pitch any tents or cook on a campfire, but they had a swell 
time during a 3-day outing at the Lansing YMCA camp here. 

If the stories of the fun had by these 21 persons gets around much, directors 
of the program may have to chart reservations next year. 








11 
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“REAL GOOD TIME” 


“We sang songs, danced, fished, played cards, and generally had a real good 
time. Say, Jim, get me up at dawn, will you? I'd like to see if I can see a deer 
along the lake early in the morning.” 

That was Arthur Richardson, about 70, retired, speaking. He was talking to 
James MeMichael, coordinator for the project on aging of the community service 
council. 

“Anybody for cribbage?” came the call from an elderly lady who immediately 
had several challenges. <A trio of ladies was singing folk songs in another 
corner of the mess hall after the noon lunch. 

Several comments about putting on weight were heard. It seems the northern 
air and brisk walks make a person hungry. 

A man yawned and said he might take a nap. His friend laughed and quipped: 
“Darn you. If you hadn’t stayed up until all hours last night telling stories you 
wouldn't be sleepy now.” 

“WONDERFUL ” PROGRAM 


In another corner of the mess hall, Manfred Lilliefors, chairman of the rec- 
reation committee for the aging project, was getting a lecture on Michigan’s 
rocks from Rey. E. A. Kelford, Eaton Rapids. 

Reverend Kelford brought several of the rocks in his collection. He kept busy 
shining them and answering questions on geology. 

Mr. Lilliefors was “delighted.” 

“This is a most wonderful program. These folks will be talking about this 
trip for a long time. Lansing has truly started a good foot forward in helping 
persons in this age bracket,” he said. 
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INTRODUCTION 


The population of our community is aging. Along 
with the aging process, employment problems have 
been created. Many of our fellow citizens, be- 
cause of their age, cannot find suitable employment, 
In many instances itis the worker 45 years and 
older who encounters major difficulties in finding 
such employment. Included in this age group are 
nearly one-third of our total labor force. It is to 
this group that this Directory is dedicated and at 
their problems it is aimed, 


An attempt has been made to find the agencies in 
our community who have the knowledge of this 
problem and are willing to help solve it by giving 
the older workers a fair chance at employment. 
They are referral agencies. These agencies are 
listed in this directory and if at all possible, they 
will refer anyone dependent only upon their per- 
sonal qualifications, This does not mean that the 
older worker will be guaranteed a job because of 
his age, but it does mean that he will be able to 
match his qualifications with others, regardless 
of his age. 


We sincerely hope that this directory will be of 
some assistance to you in finding employment, 
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GENERAL EMPLOYMENT REFERRAL AGENCIES 


CATHOLIC SOCIAL SERVICE 


323 North Walnut 
IV5-5448 
Contact: Father John Slowey 


Fee: 





No fee for services. 







Qualifications: None 


This is an informal function of this agency, inasmuch as 
it does know of some openings occasionally in the com- 
munity, and will place individuals who come to the agency 
in these positions. The St. Vincent DePaul Society has 
also established an Employment Committee which the 
agency uses as a resource, 











GREATER LANSING EMPLOYMENT AGENCY 


416 Frandor Avenue (in the concourse ) 
IV9-4124 


Contact: Miss Miller, Manager 













Fee: A percent of the first months salary, which 
varies according to the amount earned, 


Qualifications: Pre-employment screening consists 
of personal interviews, also past employment, cred- 
it and character checking. Tests required are con- 
tingent upon the position applied for. 





This agency will accept applications from anyone, 
regardless of age, race, creed or color. If no age 
is specified by employer, applicants are referred 
according to qualifications, 


as 
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MICHIGAN EMPLOYMENT 
SECURITY COMMISSION 


320 North Capitol 

IV4-4441 

Contact: Mr. Harry Smith 

Fee: None for applicant or employer. 


Qualifications: Dependent upon 
job requirements, 


This agency provides 
job referral - Employ- 
ment Counselling and 


Testing Services, 


It is one of anationwide 
system of employment 


services offices, It is 





the principle employ- 
ment referral service 


in the Lansing area, 
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OFFICE OF VOCATIONAL REHABILITATION 


1121 May Street 
IV4-1319 


Contact: Miss Brooks or Mr, Raatikka 
Fee: None for evaluation 


Qualifications: Eligibility standards of the Office 
of Vocational Rehabilitation, 


Those people who have a disability which is an 
employment handicap, may often be helped with 
retraining or with physical restoration services 
to enable them to re-enter employment, A rep- 
resentative of this office may be contacted locally 
atthe Michigan Employment Security Commission 
Office, or on Tuesday, Wednesday, and Thurs- 
day at the above address, 


VOLUNTEERS OF AMERICA 


327 1/2 River Street 
IV4-4813 - Day IV4-4414 - Evenings 


Contact: Major Newton Haney, 
or Office Personnel 


Fee: No fee for services. 


Qualifications: None 


This is an informal ser- 
vice of the agency, inas- 
much as they do fill job 
requests, Hours are from 
8:00 a.m, to 10:00 p.m. 
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SKILLED TRADES 
REFERRAL AGENCIES 





LANSING BUILDING & CONSTRUCTION TRADES 


501 North Grand 
IV2-0527 


Contact: Call above number, 
Fee: None 


Qualifications: Membership in local union, 


There are a number of Trade Unions in the Lansing 
area who place their members in positions as re- 
quested by various employers, A standard policy 
with them is to place at least one older worker for 
every five men placed, These unions may be con- 
tacted at the above address, 


MICHIGAN CHAPTER, ASSOCIATED GENERAL 
CONTRACTORS OF AMERICA, INC, 


716 South Capitol IV2-1631 
Contact: Mr. George Combs Fee: None to members 
Qualifications: Pre-employment screening includes inter- 


views and references 


This agency refers supervisory or office personnel to con- 
tractors who are members of this association; who then 
hire these individuals, They are interested only in people 
who have experience in general contracting work and on a 
Supervisory level. 


43350 O—60—pt. 8 21 
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SECRETARIAL & OFFICE REFERRAL AGENCIES 


GAL FRIDAY OFFICE SERVICE 


300 Townsend Street 
IV5-1731 


Contact: Mrs. Pomeroy 





Fee: No fee for their services to the applicant. 


Qualifications: Must test for typing and steno- 
graphic skills. References thoroughly checked. 


This agency supplies only experienced office personnel 
to businesses on a temporary basis. They employ only 
women and do not discriminate against age, but make 
placements dependent only upon qualifications of the 
applicant, 


HAMILTON SECRETARIAL SERVICE 


701 West Washtenaw 
IV7-5486 


Contact: Mrs. Hamilton 





Fee: No fee for their services to the applicant, 


Qualifications: Applicants are screened as to 
ability, references and character. 


This agency refers trained secretarial staff people. 
They employ only women andthere is no preference as 
to age as long as the applicants are qualified, 











THE AGED AND THE AGING IN THE UNITED STATES 2331 


LANSING BUSINESS UNIVERSITY 
EMPLOYMENT SERVICE 


130 West Ionia 
IV4-8494 


Contact: Mr, Wynalda 


Fee: There is a placement fee of 
one-third of the first months sal- 
ary; payable in two installments, 
for non-graduates, 





Qualifications: Pre-employment 
screening consists mostly of in- 
terviews andcharacter references, 


This agency refers mostly office personnel and sales 
people. They refer individuals considering only their 
qualifications, providing no age is designated by the 
employer. 


PROFESSIONAL REFERRAL AGENCIES 
CLINE TEACHERS AGENCY 


129 East Grand River (East Lansing ) ED2-5079 
Contact: Mr. W. Bannister 


Fee: Five percent of the first years 
salary. 


Qualifications: Proof of teachers certi- 
ficate and references forteachers, Proof 
of college degree and references for 
engineers, 


This agency places teachers and graduate engineers in 
schools and colleges throughout the nation, They also 
place graduate engineers in other jobs as wellas making 
occasional placements in other fields. 


7 
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COMMUNITY NURSING BUREAU 


615 North Capitol IV5-5343 
Contact: Miss Ethel Mull 


Fee: $35.00 per year 
(2 installments ) 





Qualifications: Must bea Registered 
Professional Nurse, or Licensed 
Practical Nurse, 


This is a referral agency for Registered Professional 
Nurses and Licensed Practical Nurses of the Greater 
Lansing area. The agency refersthis typeof personnel 
for private duty nursing in both hospitals and homes, 
Placements are made on the basis of qualifications and 
characteristics, 


MICHIGAN EDUCATION ASSOCIATION 


935 North Washington IV4-5421 
Contact: Mrs, Edna Raby 


Fee: Two percent of the first years salary 
for members of the association. $2.00 
application fee, 


Qualifications: Must havea certificate 
to teach in Michigan, 


This association will assist only 
members in finding teaching po- 
sitions. Membership dues vary 
from 7 to 16 dollars/year, de- 
pendent on salary of individual, 
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OTHER REFERRAL AGENCIES 


BABY SITTER SERVICE 


4511 South Pennsylvania 
TU2-2931 


Contact: Mrs. Zola McNamara 





Fee: A percent of amount earned, 


Qualifications: Personal interview and written ref- 
erences, 


This agency prefers to place older women on its jobs. 
Fees may include transportation, or a lesser fee if 
transportation is provided for the sitter. 


RELIABLE BABY SITTERS 


823 Maryland 
IV5-3928 


Contact: Mrs, Tyrus Emmons 


Fee: A percent of the amount 
earned, 


Qualifications: A personal in- 
terview and written references, 


This agency will place baby- 
sitters from 21 years up, as 
long as they are physically able 
to perform satisfactorily. 
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WHAT IS THE PROJECT ON AGING? 


The Projecton Agingis a program being co-sponsored 
by the Community Services Council (A Red Feather 
Service ) and the Junior League of Lansing, It has, 
as itsgoals, the coordination of all of the community's 
activities concerning aging and determination of gaps 
in servicesto the aged, so thatfuture programs might 
be more efficiently planned, 


HOW DOES THE PROJECT FUNCTION ? 


It has an Advisory Committee of 36 members from 
the community. The actual operations of the Project 
are completed through Sub-Committees. These con- 
sist of many individuals from the community who have 
specific interests in the aging problem, These Sub- 
Committees are: Employment, Health, Housing, 
Public Information, Recreation, and Research, 


WHAT DOES IT DO? 


Through the coordination of agencies, the Project 
makes for an efficient over-all program, In deter- 
mining needs in services, it helps its member agencies 
to better aim their programs, By its very existence, 
it emphasizes the need for action on this very import- 
ant problem and increases the community's aware- 
ness of this need, 


For more information, contact ... 


Office of the Co-ordinator 
Community Services Council 
615 North Capitol Avenue 
Lansing, Michigan 


Phone IV4-1351 








THE AGED AND THE AGING IN THE UNITED STATES 2335 


PREPARATION FOR RETIREMENT CONFERENCE, THE KELLOGG CENTER FOR CONTINUING 
EDUCATION, MICHIGAN STATE UNIVERSITY, East LANSING, MICH., APRIL 21, 1959 


Sponsored by Employment Committee, Lansing Project on Aging, Labor and In- 
dustrial Relations Center, and Continuing Education Service, Michigan State 
University 

PROGRAM 


9:15. Registration, Kellogg Center conference desk. 

Coffee hour, Big Ten Room. 

Morning session, auditorium. 

9:45. “Why We Are Here—Objectives of Conference,” Daniel H. Kruger, chair- 
man, Employment Committee, Lansing Project on Aging, and coordi- 
nator, Labor and Industrial Relations Center, Michigan State University. 

10:00. “Preretirement Program—Definition—Objectives,” Woodrow W. Hunter, 
research associate, Division of Gerontology, University of Michigan. 

10:30. “Preretirement Programs in Action,” a panel discussion. -*anelists : 
Martha Douglas, director of counseling and employee activities, Carson, 
Pirie, Scott & Co., Chicago, Ill. Ivan W. Davis, retirement representa- 
tive, North American Aviation Corp., Columbus, Ohio. Glen R. Shriber, 
senior counselor, B. F. Goodrich Co., Akron, Ohio. 

12:15. Luncheon session, Big Ten Room. 

“Growing Old,” Dr. Frederick C. Swartz, M.D., chairman, Lansing Project 
on Aging; chairman, Committee on Aging, American Medical Asso- 
ciation. 

Afternoon session, auditorium. 

2:15. Theme: Guideposts in Developing a Preretirement program. 

“Setting Up a Preretirement Program,” James L. Deremo, manager, em- 
ployee services, American Seating Co., Grand Rapids. 

‘The Role of the Union in Preretirement Programs,” Charles E. Odell, 
director, Older and Retired Workers Department, UAW, Detroit. 

“Community Resources Available and Their Use in Preretirement Pro- 
grams,” Mary K. Guiney, planning director, Committee on Aging, De- 
troit. 

4:30. Adjournment. 

CONFERENCE INFORMATION 


Welcome. Michigan State University is very happy to be host to the Prep- 
aration for Retirement Conference. Retirement is a relatively new phenomenon 
in American life. It is a byproduct of an industrial society. Impetus has been 
given to retirement through the social security and private pension programs. 
Retirement after many years of work poses another set of problems for many 
persons. This conference will provide a forum for discussion and exchange of 
ideas on preparation of retirement. 

Headquarters for the conference will be in the Kellogg Center for Continuing 
Education located on the corner of Harrison Road and Michigan Avenue on 
the campus. 

Reservations for housing may be made by completing the appropriate section 
on the advance registration form and returning it promptly. 

Cost of the conference is as follows: Fee to share conference expenses (in- 
cluding luncheon), $7.50. 

Registration will begin at 9:15 a.m., Tuesday April 21, at the conference 
registration desk in Kellogg Center. 
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STATEMENT OF THE MICHIGAN NURSING HOME ASSOCIATION 


Our representative before you this morning is Eugene W. Beach, first vice 
president of the Michigan Nursing Home Association. 

The following are statements that I would appreciate an opportunity to make 
at the public hearings committee on December 11 and 12, 1959, at Detroit, Mich. 

1. If your committee efforts accomplish only one thing, a change of legislation, 
your entire efforts would be well rewarded by Federal legislation, that would 
prohibit Federal funds being expended for the care of the aged, and the chronical 
ill in any unlicensed facilities in the United States. Briefly, to enlarge upon 
this statement, I would like to point out that numerous States do not license 
nursing homes or homes for the aged of three or less people. Why this dis- 
crimination exists is beyond reason, for the good of the public health and safety. 

2. That a Federal minimum standard be established for all nursing homes or 
homes for the aged, with governmental nonprofit and proprietory homes meet- 
ing the same standards. Regardless of the name given the facilities. Services 
rendered therein, would determine the classification of the facility. 

3. Special consideration should be considered for special income tax benefits 
to any individual employed at homes for the aged and nursing homes for the 
aged. This income tax benefit should be great enough to encourage the entire 
medical team of those needed to enter into the field of geriatrics. This type 
of income tax consideration would encourage immediate participation and activ- 
ity in this field. 

4. As many of us are aware, occupational therapy and physical therapy are 
very important items regarding rehabilitation of the aged and the aging. Legis- 
lation should be considered to subsidize with Federal funds, this type of treat- 
ment in propriatory facilities. This legislation would create immediate services 
available. 

5. A permanent advisory committee of the U.S. Public Health and Welfare 
Department should be created immediately, with representation from propria- 
tory nursing homes and non-profit organizations from each State. With this 
statement I would like to have you consider the conditions that now exist 
throughout our country. Private investments are providing the new facilities 
and the leadership, because of actual experience. 

6. The age of 65 should not mean the grave of employment to our citizens. 
Pension plans and social security legislation should reevaluate the arbitrary age 
of 65. Health of an individual determines their abilities, not 65. 

7. Day care centers should be encouraged in every community, whereby the 
older citizens could meet and enjoy organized recreation. 

8. Voluntary health programs should be encouraged to broaden their coverage 
so that the elderly person is not dependent upon social security for their entire 
income, to offset all or any medical expenses involved. 

9. In Michigan we have nursing homes that are superior to some of our hos- 
pital facilities, but Michigan Blue Cross refuses to pay benefits to policyholders 
who elect nursing home services. With an end result that Michigan Blue Cross 
premiums are constantly on the rise, but policyholders request and benefits of 
greater coverage are ignored ! 

In conclusion, I should like to point out that in World War II and the Korean 
conflict it was private interprise that met the problems of production, housing, 
ete. Private capital will provide all of the housing for the aged and the medical 
eare facilities that this Nation will need, if the Government agencies will co- 
operate with private capital to accomplish the needs of our ever-changing society. 





} 
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WAYNE CouNTY GENERAL HOSPITAL, 
Eloise, Mich, November 30, 1959. 
Hon. PAT MCNAMARA, 
Chairman, Subcommittee on Problems of the Aged and Aging, Detroit, Mich. 


My DEAR SENATOR MCNAMARA: Since our report of April 21, 1959, we have coim- 
pleted the organization of our research group and have initiated investigation in 
several areas. 

Our research body is composed of persons with varied professional back- 
grounds. The individual members and their qualifications are described in the 
enclosed list. Wayne County General Hospital is composed of three divisions: 
the general hospital division with 500 beds, the psychiatric division with 3,200 
beds, and the infirmary division with 2,700 beds. In addition, the facilities of 
the Wayne County Department of Health and its staff, which serves an area 
with a population approaching a million people, is readily available for research 
and other purposes. We also have at our disposal the facilities of the social 
service and psychiatric departments of Wayne County General Hospital, as well 
as the assured cooperation of the Detroit News, in the gathering and dissemina- 
tion of information to the aging, aged, and their relatives in this area. 

The following has been initiated and is underway : 

1. Investigation and analysis of the attitudes of the aged, and their relatives, 
in southeastern Michigan, toward their problems and adjustment. This was 
done via a series of surveys with the cooperation of the Detroit News. 

2. Investigation of the problems and adjustment of 300 aged persons in the 
infirmary division of Wayne County General Hospital and 1,300 retired county 
employees. This was accomplished by the use of a questionnaire. 

3. A controlled scientific experiment was carried out on 60 patients in the in- 
firmary division of Wayne County General Hospital, which investigated and 
evaluated the influence of work on the process of physical handicaps and adjust- 
ment. A paper which described these findings was presented before the annual 
meeting of the National Gerontology Society on November 13 of this year in 
Detroit, Mich. 

4. A statistical analysis of the incidence of various types of illnesses of the 
aged in Wayne County was made by members of the committee who are asso- 
ciated with the Wayne County Health Department. 

We have many other projects in process. We would appreciate the oppor- 
tunity to appear before your committee while it is in Detroit on December 10-11, 
1959, to discuss in detail our investigations. findings, and plans for the future. 

We would like to be of help to your committee and hereby offer our resources 
and cooperation. 

Sincerely yours, 
IRA M. ALTSHULER, M.D., 
Director, Group Music Therapy Department. 


RESEARCH GROUP ON PROBLEMS OF THE AGED AND AGING 


Mrs. Margaret C. Doyle, chairman, Wayne County Board of County Institutions, 
Wayne County General Hospital. 

Mrs. Margaret Abernethy, member, Wayne County Board of County Institu- 

tions, Wayne County General Hospital. 

D. Jacobson, M.D., general superintendent and physician in chief, Wayne 

County General Hospitals and Infirmary. 

Ira M. Altshuler, M.D., director, Group Musie Therapy Department, Wayne 
County General Hospital, fellow, American Geriatric Association, member, 
American Gerontology Association. 

J. A. Belisle, M.D., director of psychiatry, Wayne County General Hospital. 

Sidney Jenkins, M.D., chief of male service, psychiatric division, Wayne County 
General Hospital. 

M. ©. Townley, M.D., chief of female service, psychiatric division, Wayne County 
General Hospital 

. L. McKenzie, M.S., clinical psychologist, Wayne County General Hospital. 

. L. Kozlowski, M.D., psychiatrist, Wayne County General Hospital. 

tanley Dhejniezak, M.D., director of physical medicine and rehabilitation, 
Wayne County General Hospital 


S. 
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G. A. Eadie, M.D., public health physician, Wayne County Health Department. 


Ina M. Lippert, R.N., chronic disease nursing consultant, Wayne County Health 
Department. 


H. J. Wells, M.D., director, infirmary division, Wayne County General Hospital. 





MICHIGAN RETIRED TEACHERS 


Michigan has two retirement systems for school employees. 

(1) State: Maximum $1,200 (today). 

(2) Detroit : Maximum $1,800 before 1956. 

Applies to persons who retired age 65 with 30 years service. No social security. 

Surveys, 1956: The State retirement board has provided no money for an 
official survey, but teacher organizations show over 4,000 teachers retired in 
Michigan with 30 years service, age 65, living on less than $101 per month. No 
social security for these persons. While engaged in teaching, most received 
salaries varying from $50 to $100 per month. This survey does not include 
Detroit teachers—retired before 1956—about 3,000. Their retirement maximum, 
$1,800 with 30 years service—age 65. No social security. 

Illinois Education Association in 1958 sent out a questionnaire to all State 
education associations. The national picture, 29 States responding, shows the 
average pension for retired teachers—age 65, 30 years service, to be $1,051. No 
social security. 

Pauper survey, 1956: All States responded to this survey sent out by the 
National Legislative Council in 1956. Results showed 50 percent pauper cases 
in some States and as low as 16 percent in others. Michigan responded—no 
pauper cases. We know this to be not according to fact. 

I am a member of the State educational public relations committee represent- 
ing hundreds of Detroit retired teachers and other school employees. As a com 
mittee we are working diligently to bring before our national representatives the 
plight of Michigan’s older retired school employees with the hope that social 
security, which they justly deserve, may be secured for them. 


MABELLE GUILLOz. 


ANNUITANTS’ COMMENTS ON RECENT PENSION INCREASE 


Since June I have received many letters of thanks for the pension increase 
granted by-the superintendent of schools and the Detroit Board of Education. 
you may be interested in a few excerpts from them which show both need and 
gratitude: 

“* * * deep appreciation should be given to the board of education for making 
such an increase possible. With everything costing so much, every extra dollar 
makes it a little easier to live.” 

“My increase of $7.70 per month made it possible for me to purchase a fan 
during the hot summer. My blindness keeps me homebound most of the time. 
I made my first payment on the fan with my increase. I surely am grateful to 
the board of education.” 

“The raise in the pension given by the board of education was most welcome. 
My expenses due to necessity for more personal assistance and care has increased 
during the past few years and the increase in my check certainly helps.” 

“It was most helpful that the board of education raised the amount of the 
pension. It gives me $12 a month more to meet my expenses. I have to main- 
tain a housekeeper as my wife has been unable to care for herself for the past 
2 years. Twelve dollars seems quite a help and I thank the board of education 
for their understanding.” ; 

“Will you please convey to the members of the board of education my apprecia- 
tion of the increase. It gives me $12.70 per month more. It is helping me to 
buy a new winter coat which I have needed for the past three winters but knew 
I couldn’t afford. I live ina home and I haven’t been able to afford much more. 

“T am grateful to the board of education for the increase in my check. My wife 

has been in the hospital and with hospital and doctor bills $12 a month helps. 
- “Doubtless you do not know what a difficult problem it is to live on $150 a month 
as I was doing before the raise. I am 85 years old and I retired 16 years ago 
last June because of my health and failing vision. I had taught 47 years in all 
and 37 years in Detroit. Rents in Detroit are high and as I cannot do all my 
work, have to hire some of it done. So you see how grateful I am for the small 
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increase in my pension, and I thank the board of education for their continuing 
interest in the teachers who have given service to the children of Detroit.” 
“With the ever-rising increase in cost of living, retiring on a small and static 
pension has been very difficult especially when matters of illness and care arise. 
Consequently the increase was most welcome. Many thanks to our board of 
education for their recent consideration.” 
ERMA L. REEVES. 
OCTOBER 29, 1959. 


Detroit, Micn., May 2, 1959. 
Mr. EpWARD M. LANE, 
Secretary, Detroit Board of Education, 
Detroit, Mich. 


DEAR Mr. LANE: In 1957 a committee of the Annuitants Division of the Detroit 
Education Association presented to the board of education a request for equaliza- 
tion of pensions by placing all retirants under the formula of 1956. This 
request was rejected on the basis of a legal opinion which has since been re- 
versed. The annuitants have felt that this rejection has not made the request 
less reasonable, fair, and valid. 

The deterioration of benefits which are based on the dollar of 1945 increases 
steadily and is progressively working hardships on the older annuitants. We 
believe this situation should be a source of real concern to the board of educa- 
tion. We feel that the service rendered by the older annuitants merits com- 
pletely equitable treatment with the later retirants of 1956 and subsequent 
years, and that all should share equally in the long overdue increases under 
the new formula. 

It was certainly not the intention of the board that the old annuitants’ pen- 
sions should in time be reduced in value. Therefore, we hope that the board 
will be willing at this time to give further consideration to this problem and to 
accept the responsibility of making the necessary adjustments according to 
the 1956 formula. 

The Annuitants Division of the Detroit Education Association respectfully 
requests a hearing at one of the early meetings of the board in which it will con- 
sider and allocate funds for the various budgets. 

Respectfully yours, 
DetrRoIT EDUCATION ASSOCIATION ANNUITANTS. 
EARL WATKINS, President. 
ERMA ENGEL REEVES, Chairman. 


OcTOBER 29, 1959. 
Mr. S. M. BRowNELL, 
Superintendent of Schools, 
Detroit Board of Education, 
Detroit, Mich. 


DeaR Mr. BROWNELL: In June 1959, the Detroit Board of Education advanced 
the minimum pension for annulitants with 30 or more years of service from 
$1,800 to $2,000. This improvement has helped reduce to some degree the plight 
of many of Detroit’s former teachers who are most grateful to you. 

When the request by the annuitants was made in 1959, it was placed at a 
minimum of $2,400 for all retired teachers. It was also requested that the 
present 1956 formula be applied to all annuitants on the roll. 

As the situation now exists, many annuitants who served only 30 years with 
less salary are drawing pensions as great as those who served more years at a 
higher salary. The teachers who have given 40 or 50 years of service are 
receiving no recognition for their many years of employment by the board of 
education. 

We are confident that the board of education does not want to continue this 
inequity any longer than necessary. 

We, therefore, request that the superintendent of schools and the board of 
education give this situation and problem high priority in consideration of the 
1960-61 budget. 

We also request that we be given an opportunity to present the case for the 
annuitants at the appropriate time previous to the adoption of the budget by the 
superintendent and the board of education. 

Most sincerely, 
Eart WATKINS, President. 
ERMA ENGEL REEVES, Chairman. 
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NOVEMBER, 13, 1959. 
Mr. Epwarp M. LANE, 


Secretary, Detroit Board of Education, 
Detroit, Mich. 


Deak Mr. Lane: In conformity with the early preparation of the school budget 
for 1960-61 the Detroit Retired Teachers Association at this time present this 
formal request for an adjustment in the present pension plan for the older 
annuitants. The older annuitants are the contemporaries of those who because 
of a few years difference in ages now receive adequate pensions. Many taught 
with them in the same schools. Many of them who gave 40 and 50 years of 
service to the Detroit school system are omitted from the formula of June 1956. 
This has resulted in discrimination against them by taking no thought of either 
their long years of service or the positions they occupied. 


Samples of pension inequalities 


Total annual benefits 





Old Later ! 
Assistant superintendent - Cir eek korn eke ase dads tee ena ae $2, 000 | $10, 000 
PIII §. ocacinacccsldrecduWisdhe suGhoks ccnesdpdussdeaebnesuenes sentsed@oneta 2, 000 7, 200 
es i i 2 nl 2. aa cone Caen bap. a dabeaaseed sondedeee oleekake 2, 000 | 5, 700 


1 Figures include social security. Old pensioners do not receive social security. 


The cost should be small by comparison. The number of the older annuitants 
is decreasing rapidly. Nearly all are over 73 years of age. The average age is 
perhaps 76 with certainly a rather short life expectancy. It seems that this 
would be a good time to make a survey to ascertain the approximate amount of 
money needed for this readjustment. 

In the 1959-60 budget the board of education recognized the responsibility to 
the senior employee annuitants by an adjustment to the minimum pension under 
the $2,000 level. The present minimum does not meet the minimum requirements 
of life in this inflated period nor does it erase the inequality of the senior em- 
ployee annuitants mentioned. 

The Detroit Retired Teachers Association appeals at this time to the board 
of education to recognize this gross inequity by making an adjustment to the 
older annuitants in the 1960-61 annual budget in line with the current formula. 
We also request that the Board affirm a minimum of $2,400 for all annuitants 
with 30 or more years of service. We ask that we be given an opportunity to 
present the case for the annuitants at the appropriate time. 

We are hopeful that this year something can be done to recognize those who 
gave 40 or 50 years of service. The Detroit annuitants of the d.e.a. look hope- 
fully forward to improvement of the pensions of those who gave the entire work- 
ing years of their lives to teaching the youth of our great city. 

Sincerely yours, 
EaRL WATKINS, 
President. 
ERMA ENGEL REEVES, 
Chairman, 


Detroit, Micn., July 7, 1959. 
Miss LOvIsE C. GRACE, 


Detroit, Mich. 


Dear Miss Grace: Thank you so much for your attention to and interest in my 
plea for better pensions for the older retirants. Thank you, too, for securing 
some alleviation for the most critical cases. The board action in advancing the 
minimum from $1,800 to $2,000 has helped to reduce in some degree the plight of 
many former teachers. 

However, as the situation now exists, some of the older annuitants who served 
for as many as 50 years in responsible positions will receive no more than those 
teachers who earned less and taught only 30 years. I think many were dis- 
appointed that it was not a $200 raise for everyone. 
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I am sure you will agree that we should continue to work for increased pensions 


for this group and I am confident that we will have your continued interest and 
support. 


Most sincerely, 
ERMA L. REEVES. 


LocaL 599, INTERNATIONAL UNION, UNITED AUTOMOBILE, AIRCRAFT, 
AGRICULTURAL IMPLEMENT WORKERS OF AMERICA (UAW-CIO), 
Flint, Mich., August 20, 1959. 
Re Subcommittee on Problems of the Aged and Aging. 
Hon. PATRIcK V. MCNAMARA, 
U.S. Senate Office Building, 
Washington, D.C. 


DEAR SENATOR MCNAMARA: For the past few months I have received news- 
letters from your subcommittee. In these letters many things have been said 
in regard to the problems of our senior citizens. In answer to some of the 
problems which your committee is finding, I would like to tell you of what 
has been done in Flint by our local talent to answer these problems. 

We have been very interested in problems of our senior citizens since pensions 
have been in the agreements of our industry. 

The year 1950 our council of social agencies started a committee for senior 
citizens. This committee was made up of older and other interested persons 
in our community. Briefly, I will list what has been accomplished in Flint: 

1947: Jolly Oldtimers’ Night—sponsored by Flint Park and Recreation Board. 

1950: Committee on problems of senior citizens started. 

1954: A series of forums were held for senior citizens to help them with their 
problems. 

1956: The Flint CIO Council and Flint Park and Recreation Board started 
a daytime drop-in center. The center has averaged from 100 to 150 attending 
daily. The center is open Monday, Wednesday, and Friday 11 a.m. to 3 p.m. 
It has been the goal of this center to have our senior citizens become an asset 
to our community. In other words have those, who are willing, help in social 
welfare projects. This has been quite successful. The following is a partial 
list of the activities they have done: 

1. Toys for crippled and retarded children. 

2. Toys for children’s nurseries in hospitals. 

3. Crayons, holders, and coloring books for all children in hospitals at Easter 
time. 

4. Toys for Old Newsboys Association of Flint. 

5. Cancer bandage rolling, etc. 

1957: Flint Council of Social Agencies, and in cooperation with the Junior 
League of Flint, hired our first full-time professional worker. New committees 
were formed dealing with all phases of the problems of senior citizens such as 
health education, recreation, etc. These committees meet weekly or biweekly. 
The results of these committee findings led to a spot survey of senior citizens’ 
needs. This survey has been completed and the results are now being studied 
by each committee so as to take proper action on the most urgent problems ac- 
cording to the survey. 

1958: First conference on aging was held with over 300 interested persons 
attending the all-day conference. Marion Hall started a hotel converted into 
a home for senior citizens, by the Catholic diocese. 

1959: This fall the UAW-AFL-CIO is starting preretirement classes for 
those who are nearing retirement age (60 to 65). These classes will deal in 
health, budgeting, and other related subjects, and are being guided by the Labor 
Extension Department of Michigan State University in Lansing. 

In closing, Senator, to fully realize all that can be done in a community for 
its senior citizens, we, in the UAW Pension Committee, would enjoy having 
your subcommittee come to Flint and take a good look at what can be done when 
a community decides to do something besides read about the problems of the 
aging. 

Very sincerely yours, 
Howarp M. Brown, 
Pension Representtaive. 
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LocaL No. 157, INTERNATIONAL UNION UNITED AUTOMOBILE, ATRCRAFT 
AGRICULTURAL IMPLEMENT WORKERS OF AMERICA, UAW, 
Detroit, Mich., December 8, 1959. 
CHAIRMAN, SENATE COMMITTEE ON OLD AGE PENSION AND RELIEF, 
WeGregor Building, Wayne University, 
Detroit, Mich. 


DEAR Sik: Resolved, That Fisher No. 23 Unit, Local 157, UAW-AFL-CIO, De- 
troit, strongly urges the Senate committee which is looking into old-age problems 
to draft a recommendation that medical and hospital care for persons on social 
security be provided for them through Federal channels without cost to them, 
because at present an unfair proportion of their social security benefits are 
swallowed up by the high cost of private medicine. 

Sincerely yours, 
JOHN RUBAN, 
Secretary, Fisher No. 23 Unit, 
Local Union 157, UAW. 


PREPARED STATEMENT BY JAMES H. RADEMACHER, JR., PRESIDENT, NATIONAL 
ASSOCIATION OF LETTER CARRIERS 


Mr. Chairman and members of the committee seeking to correct some of the 
problems of our aged citizens, my name is James H. Rademacher, Jr. I am the 
elected president of Branch No, 1, National Association of Letter Carriers in 
Detroit, Mich. I represent 2,700 letter carriers, 500 of whom are now retired. 

At the outset, in behalf of our retirees and their families, I want to thank 
this committee for their keen interest in the problems of our senior citizens 
und for the committee’s apparent strong desire to want to do something about 
the problems. 

To learn of the problems our annuitants and their families were having, we 
surveyed our 500 retired members. In the hundreds of answers received we 
learned that the No. 1 problem, without exception, was that of trying to cope 
with ever-rising costs of hospitalization insurance, medicine, and medical atten- 
tion. 

A cross section of our survey shows that almost one-quarter of the meager 
annuities of these retired postal workers goes toward medcial care and treat- 
ment. In several cases one-third to one-half of annuities are being used to pay 
exorbitant hospitalization insurance premiums and unreasenably high costs of 
medicines. 

The shrinking value of the dollar is causing an even more serious problem, for, 
in addition to the high costs of medical attention, our senior citizens are in an 
economic straitjacket, unable to purchase sometimes the bare necessities. In 
the event of a sudden illness, such as in one family where the immediate costs 
of treatment exceeded $40, annuitants must readjust themselves financially while 
awaiting their next monthly annuity. For this reason and to allow for a more 
modernistic and realistic budgeting, we urge that all pension and annuity checks 
be issued bimonthly. 

With the ever-increasing city and county taxes, persons on fixed meager in- 
comes are forced to sell their homes and move to undesirable locations. One 
annuitant wrote: “We had to move to a project which is a very noisy place 
and is causing us tremendous unrest.” 

Other retirees report that higher tax dollars have caused their homes to go 
unrepaired. One annuitant asked his relatives to make his Chirstmas gifts 
some “buckets of paint, so I can paint the house.”’ 

Less than a third of the retirees own an automobile. Upkeep is too great on 
an annuitant’s income. Where 96 of 100 owned automobiles when they retired, 
only 30 are driving today. 

Several letters pointed out the need of social centers for hobbiests, social 
events, and points of meeting between persons with mutual problems. 

In summing up, we respectfully submit to this committee the following four- 
point program which encompasses the problems of the aged as displayed in 
the answers to our survey: 

(1) Inclusion of civil service annuitants in the new Government health 
program, whereby one-half of the costs of hospitalization insurance is paid 
by the Government ; 
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(2) Creation of a division under the Department of Health and Welfare, 
which would be responsible for housing, social activities, and other re- 
quirements of the aged. 

(3) Exemption of all annuities from Federal income tax; and 

(4) Payment of pensions and annuities bimonthly. 


We again thank the committee for their valued interest in the problems to 
our senior citizens. 


NOTES ON RETIREMENT 
(By Helen A. Brink) 


1. This is a new program ard the first problems are beginning to show up. 
Those having these problems are the first crop of retirees, some of whom have 
not had sufficient time to prepare for this time of life. These will have to be 
helped over the hard part. 

2. Those of us in my group wiil have it better. We have been educated to 
accept it and plan and prepare for it. Even though the income is small, we 
have faced facts and made plans. Those who come after will have it better; 
that is as it should be—progress. 

3. Ability to work: When a man (or woman) passes 65 they are not as a 
rule (unless in outstanding employment) capable of as much as they were doing 
previously. Some may be well able to work: many are not and admit it. 

4. Age: <A set age should be made, and in the future it should be even 
younger. Those in this present group will fight this ; those coming will not do so. 

5. Progress: Congress has already done a fine job. Twenty years ago my 
dad had no opportunity to provide for his old age. I have had such an oppor- 
tunity. We need more relaxed and better social security rules, but these will 
come, 

6. Education: There should be a better acceptance of retirement years. It 
is a time of life. In other countries elders are respected. But our country is 
a country of youth—so far—and some day it may be better for the elders here. 
We need to educate the general public and the retired how to make it a good 
time of life. 

7. Needs: We need multiple housing. As in England, a service where the 
aged who live alonge can have warm meals brought in. We need many small 
hospitals—some for the chronically ill—where these people get medical care 
for their incomes. They do not belong in regular hospitals except for surgical 
care, 

8. Some schools and many firms are now getting together classes to teach 
people how to be retired. It could be a good time of life and we need to help 
make it so. Because our country has made such progress in production, work 
is admired; taking it easy has been frowned on. This requires education. 

9. What you are experiencing in your factfinding committee are the frustra- 
tions, lack of housing, lack of respect, small incomes, lack of amusement, and 
other lacks of a generation who has not prepared for retirement, has fought 
it, and wants to keep working. 

10. When retirement has become a part of our American life, these people 
will eventually form a large block, can vote things in and out, can vote more 
and better things for themselves, are a purchasing power because they will 
spend and not save, and will become a very respected group. But before this 
comes about there must be acceptance on the part of the public to become a 
retiree at a given age; otherwise, the program breaks down. 


GRAND RaPips, Micn., December 29, 1959. 
Mr. SIDNEY SPECTOR, 


Staff Director, Subcommittee on Problems of the Aged and Aging, 
U.S. Senate, Washington, D.C. 


DEAR Mr. Spector: This is to acknowledge receipt of your letter of Decem- 
ber 18, requesting data and information for inclusion in your printed proceed- 
ings of the Grand Rapids hearings. 

The data and materials which we are enclosing are representative of what is 
being done in this area to meet the needs of increased medical facilities for the 
aged. In working with county, community, and citizens’ groups, it became very 
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apparent that there exists a tremendous need for increased medical care facilities 
for the aged. From an architectural standpoint, we feel that these facilities 
should be planned to meet local needs and requirements, and that they should 
be designed to fit an intensive rehabilitation program. 

Based on our experience in planning and designing these facilities for the aged. 
we would like to make some observations and suggestions for your committee's 
consideration. 

First of all, we would suggest that a booklet or brochure be made available to 
local governments, citizens’ groups, and religious organizations planning housing 
and medical care facilities, briefing them on proper procedures to follow concern- 
ing the following: 

(a) Financing methods available. 

(6) Distribution and planning of space. 

(c) Long-range programing. 

(d) Method of analyzing local needs. 

Perhaps such information is available to these groups; however, our experience 
has been that most of these groups at the grassroots level fail to get these projects 
off the ground due, in many instances, to lack of proper information. If such 
informative materials are available, this fact should be promoted and publicized 
so that the information can be conveniently obtained. 

Furthermore, regarding the planning and design of medical care facilities, we 
would make the following suggetions aimed at creating a more functional and 
economic building facility : 

(a) A careful analysis of the character of the nursing function to be 
performed. Our experience indicates that the types and severity of cases 
handled in these facilities are somewhat limited compared to a general 
hospital. 

(0) We have found that a central nursing station with utility and clean 
linen facilities, serving 70 to 75 beds, located in from 2 to 4 wings, converging 
at the station, has proven most satisfactory. Other facilities, such as soiled 
linen rooms, linen closets, clothing storage closets, etc., are located centrally 
in each wing. 

(c) More wheelchairs and walkers are used in this type of facility than 
in a general hospital, thus more storage space must be provided. 

(d@) Rooms should generally be larger than those in a general hospital, 
with all areas designed for the movement of wheelchair patients. This ap- 
plies particularly to toilet rooms, dining rooms, day rooms, and therapy 
rooms. 

(e) We are presently designing a facility with a chapel to accommodate 
religious services within the facility. Our experience has proven that the 
chapel provides an extremely important function in this type of facility. It 
is felt that the chapel was a strong selling point in the passage of the bond 
issue which was approved in this particular community by a ratio of almost 
7 tol. 

(f) There seems to be considerable uncertainty in making adequate pro- 
vision for mental patients in county medical-care facilities. We have been 
providing a minimum of one to two rooms designed for maximum security, 
with several rooms designed for medium security. These latter rooms can 
also double as regular patient rooms. We feel that there is need for addi- 
tional study and information in this area of planning. 

These are some of the observations and suggestions which we would offer 
your committee with the hope that you may find them to be of some value. 
If we can be of further assistance to you, please contact us. We have been 
following the proceedings of the hearings in the papers, and we wish to con- 
gratulate your committee on your noble efforts to alleviate this pressing problem. 

Very truly yours, 

J. & G. DAVERMAN Co., 
H. G. DAVERMAN. 


THORNAPPLE VALLEY HoME AND MeEpIcat CarE FaciLity, HASTINGS, MICH. 
J. & G. Daverman Co., Architects & Engineers, Grand Rapids, Mich. 


OUTLINE DESCRIPTION 


This facility is known as the Thornapple Valley Home and Medical Care 
Facility and is located just southeast of the old infirmary which it replaces. 
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This site is on Highway M-79, approximately 3 miles southeast of Hastings, 
Mich. 

The facility has a capacity of 105 beds and is designed to provide for the 
future addition of one more 35-bed wing for a total capacity of 140 beds. The 
total floor area is 38,900 square feet. 

A fire-resistive type of construction is used, consisting of reinforced concrete 
foundations and floors, masonry walls, and steel bar joists supporting a poured 
gypsum roof deck. 

The interior finish of most rooms, such as patient rooms, corridors, dayrooms, 
ete., consists of asphalt tile flooring with rubber tile base, painted concrete block 
walls, and a suspended metal lath and acoustical plaster ceiling. Patient toilet 
rooms and bathrooms have ceramic tile floors, glazed block walls and painted 
plaster ceilings. The kitchen has a quarry tile floor, glazed blockwalls, and a 
metal pan acoustical ceiling. 

The windows are intermediate type aluminum sash running continuously 
across the exterior wall. All sash are fixed except one unit in each single and 
double bedrooms and two units in each 4-bed ward. Sun control is accomplished 
by means of the roof overhang and drapes. Sills are about 30 inches high. 

Patient rooms are divided into 4-bed, 2-bed, and 1-bed rooms with five single- 
bed rooms adapted for detention. Four are medium detention and can be used 
for regular patients. One is a full detention room. All rooms have lavatories 
and one locker for each patient. All the 4-bed rooms and some of the 2-bed 
rooms have private toilets. All beds are provided with privacy curtains. 

The plan is laid out with three 35-bed wings, each havjng a men’s bathroom 
and a women’s bathroom, provision for cleaning and soiled linen and a janitor’s 
closet. The nursing service center is planned to serve two wings and consists 
of the nurses’ station, utility room, diet kitchen, and nurses’ locker room. One 
day-room is also planned to serve two wings. 

The service center of the building contains the administration area which in- 
cludes the lobby, reception office, case worker’s conference room, general office, 
and head nurse's office. The central patient services provide a doctor’s office 
and treatment room with a small laboratory, physical and occupational therapy 
rooms, and the dietary facilities. There is a large patient dining room and a 
staff dining room. 

The basement which is served by both an elevator and a stairway contains 
a complete laundry, food storage, dry storage, a maintenance room and boiler 
room. 

The building is heated by means of high pressure boilers fired by combina- 
tion oil and gas burners. Two boilers are installed at present with provision 
for a third. Tho boilers provide high pressure steam for the laundry, kitchen, 
and sterilizers. Low pressure steam is used for heating the building. 

One important feature of this building is complete mechanical ventilation, 
with a forced supply of tempered air to all patient-occupied rooms and a power 
exhaust system. This system will provide approximately three air changes an 
hour from patient rooms and ten air changes an hour from the toilet rooms 
and bathrooms to maintain a pleasant, odor-free atmosphere. 

Some of the features of the electrical system are a visual-audio nurses’ call 
system with fully selective two-way communication between patient rooms and 
nurses’ station; a complete paging system; a television antenna system for 
patient rooms and dayrooms; a coded fire alarm system; and an automatic 50 
kilowatt emergency power system which is adequate to operate the water pump, 
boilers and the emergency exit and corridor lights. Each room has a night 
light, and nurses’ call buttons are provided at all beds and pstients’ toilets. 

This, very briefly, is the means by which the architect attempted to meet the 
physical, mental and spiritual needs of the patients. Every effort was made 
to achieve a pleasant, home-like atmosphere. Interior finishes, colors, furnish- 
ings, amd decorations have a domestic character. Large window areas with low 
sills permit the bed and wheelchair patients to view the outdoors. Toilet rooms 
large enough to permit entry of a wheelchair, grab bars where required, and 
hand rails along the corridors are a few of the details used to provide for the 
comfort and well-being of the patients. 

Throughout the entire planning program, the architect has had the full co- 
operation and assistance of the county, State and Federal agencies, which are 
gratefully acknowledged, and Barry County is to be congratulated on their 
responsible solution of this welfare problem. 


43350 O—60—pt. 822 
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COST ANALYSIS 


General Notes: Total floor area, 38,900 square feet: number of beds, 105: 
floor area per bed, 370 square feet. 
Cost breakdown 

Item Total cost Cost per 

square foot 
Cs onstruct $403. 820 $10. 4 
Mi 200, 485 5.15 
I 57, 622 1. 48 
Kitcher 27, 206 7 
Laundry 16, 816 43 
Sterilizer 2, 880 7 
Contings y 13, 800 35 
rotal construction cost and contingency 722, 629 18. 58 
Equipment (groups II and II] 40, 000 1. 03 
Architectural fee, 6 percent 42, 900 1. 1 
Miscellaneous expenses 16, 900 44 
lotal project cost $22, 429 21.15 
Total cost per bed, 370 square feet at $21.15 7, 830. 00 


GRANDVUE MepIcAL CARE FAcILiry, CHARLEVOIx CouNTy, MICH 
J. & G. Daverman Co., Architects & Engineers, Grand Rapids, Mich. 
OUTLINE DESCRIPTION 


This facility is known as the Grandvue Medical Care Facility and is located on 
the site of the present hospital just northeast of the city of East Jordan. 

The facility has a capacity of 60 beds and is adaptable to a future addition of 
2 more 30-bed wings for a total capacity of 120 beds. The total floor area is 
23,000 square feet 

A fire-resistive type of construction is used, consisting of reinforced concrete 
foundations and floors, masonry walls, and steel bar joist supporting a poured 
gypsum roof deck. 

The interior finish of most rooms such as patient rooms, corridors, day- 
rooms, ete., consists of asphalt tile flooring with rubber tile base, painted con- 
crete block walls, and a suspended metal lath and acoustical plaster ceiling. 
Patient toilets and baths have ceramic tile or terrazzo, plastic glazed walls, and 
painted plaster ceiling. The kitchen has a quarry tile floor, enameled plaster 
Walls, and a plastic acoustical tile ceiling. 

The windows are horizontal sliding, double-glazed aluminum sash. Sun con- 
trol is accomplished by means of an aluminum-louvered canopy at the top of 
the windows. Sills are about 30 inches high. 

Patient rooms are divided into four-bed, two-bed, and one-bed rooms with three 
single bedrooms adapted for detention. Two are medium detention and can be 
used for regular patients. One is a full detention room. All rooms have lava 
tories and one locker for each patient. All the four bedrooms and two bedrooms 
have private toilets. All beds are provided with privacy curtains. 

The plan is layed out with two 30-bed wings, each having bathrooms for men 
and women, provision for clean and soiled linen, and a janitor’s closet. The 
nursing service center is planned to serve both wings and consists of the nurses 
station, utility room, nurses locker room. One large and one small dayroom 
are provided. The large room is centrally located near the center of hospital 
activity. The small room is at the end of a wing in a quiet area. 

The service center of the building contains the administration area which in 
cludes the lobby, reception office, doctor’s and case worker's conference room, 
general office, and head nurses office. The central patient services provide treat- 
ment room with a small laboratory, physical and occupational therapy room, 
and the dietary facilities. There is a large patient dining room and a staff 
dining room. The patient dining room is separated from the large dayroom by 
a folding partition which permits the combined use of the rooms for large 
gatherings. A pleasant feature of the dayroom is a large stone fireplace. 

The basement, which is served by both an elevator and a stairway, contains 
a complete laundry, food storage, dry storage, a maintenance room and boiler- 
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room, and the occupational therapy room. The natural grading of the site 
permits grade entrances in the basement. 

Che building is heated by means of oil-fired high-pressure boilers. The boilers 
provide high-pressure steam for the laundry, kitchen, and sterilizers. Low- 
pressure steam is used for heating the building. 

One important feature of this building is complete mechanical ventilation, 
with a power supply of tempered air to all patient-occupied rooms and a power 
exhaust system. This system will provide approximately 3 air changes an hour 
from patient rooms and 10 an hour from the toilet and bathrooms to maintain 
a pleasant odor-free atmosphere. 

Some of the features of the electrical system are the audiovisual nurses call 
system with fully selective two-way communications between patient rooms 
and the nurses’ station. Each room has a night light and nurses’ call buttons are 
provided at all beds and patient toilets. An alarm system, which notifies the 
nurses’ station of the opening of any exit doors, will be used at night for 
patient control. 

Fire protection is achieved by the use of a buried 26,000-gallon tank to hold 
a reserve supply of water which may be supplemented by the pumping capacity 
of a 6-inch and a 4-inch well. 

The entire project is planned to provide for the physical, mental and spiritual 
needs of the patients. As far as possible, in a building of this size, a pleasant, 
homelike atmosphere is sought Interior finishes, colors, furnishings, and 
decorations will have a domestic character. Large window areas with low sills 
will permit the bed and wheelchair patients to view the outdoors. Toilet rooms 
large enough to permit entry of a wheelchair, grab bars, where required, and 
handrails along the corridors are a few of the details used to provide for the 
comfort and well-being of the patients. 

The county of Charlevoix is to be congratulated for their civic foresight and 
responsibility in providing this kind of care for their people. 


COST ANALYSIS 


General notes: Total floor area, 25,500 square feet: number of beds, 60; floor 
area per bed, 425 square feet. 
Cost breakdown 


Item Total cost Cost per 


square foot 


General construction $225, 000 8, 82 
Mec! 103. 000 4 04 
F tr 34, 532 1. 35 
Kitchen 33, 500 2 
Laundry 10, 000 39 
sterilizer 2, 000 OS 
Cc ntingency 38, 220 32 
We 032 23 

Total construction cost and contingency 422, 229 16. 54 
Equipment (group II and III 35, 000 1. 37 
Architectural fee, 6 percent ‘ 26, OOK 1. 02 

Total project cost 483, 289 18, 93 


lotal cost per bed, 425 square feet, at $18.93, $8,050, 


Charlevoir County Hospital cost estimate, based on preliminary plan dated Feb. 
22, 1956 


Cost of building, including fixed equipment, 22,200 square feet at $17.50 
per square foot edy ; Se ee 
Connecting passage to existing building, 7,000 square feet at $12 per 
square foot es indi sel Tt aa eat ad 8, 400 
PSR ON Sc ee ebbuiceensies ae acasbisa . 10, OOO 


$388, 500 


Total cost of construction . : . ti _. 406, 900 
AIRC ara ini 82 a ee ee eli a a See 24, 000 
Furnishings and equipment (group 2)-_-_- eile et, ee 
> percent escalation and contingencies_____________________ 20, a oe 

Total cost__ i pee yh Pe a 488, 000 
For bond issue use i . oo ae . 500, 000 
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CARMEL HALL, Detroit, MICH. 
Reconstructed by Leo M. Bauer & Associates, Architects, Detroit, Mich. 


CARMEL HALL Is AN ULTIMATE ANSWER TO THE GREAT NEED FOR HOMES FOR THE 
AGING 


(By Leo M. Bauer, A.I.A.) 


Carmel Hall is a notable and outstanding achievement. It had its inception 
due to the keen foresight of His Eminence, Edward Cardinal Mooney, Arch- 
bishop of Detroit, who for many years has envisioned a city home for the aging 
of the Detroit Metropolitan area. It was recognized by Cardinal Mooney that 
one-twelfth of our population is now 65 years or older, and in less than 10 years 
1 of every 10 Americans will be in that age group. Hence the great necessity for 
homes of this type. Cardinal Mooney represents a dynamic example of a 
religious leadership, responding not merely to duty towards its own commun- 
icants but, in a broader mission to the whole community, by providing a home 
for the benefit of all who need it, regardless of religious affiliation. The field 
of gerentology is comparatively new to Americans, and not until the advent of 
social security and old age benefits to those individuals qualifying, did the public 
place any real value on homes for the care of the aging. 

The project began with the purchase of the downtown 12-story Hotel Detroiter 
in April of 1955. It was believed then that the conversion of a large hotel toa 
home for aging would not present too many great and varied difficulties, though 
at the onset the various problems for solution could not be accurately evaluated. 
Carmel Hall came into being primarily because of a gift from the Detroit Arch- 
diocesan Development Fund to the owners and operators of the project. Once 
the project was begun final costs exceeded preliminary estimates. 

Though a charitable institution, Carmel Hall is, and must be self-supporting. 
The project was of such moment that the Federal Housing Administration in- 
terested itself in the project with the result that Carmel Hall is a first, a most 
important first, under the new Federal Housing Administration’s program. It 
is the first undertaking in the Nation under the Federal Housing Administra- 
tion’s special authority in helping to finance a home for the elderly to provide 
such housing through rehabilitation and redesign of an older structure. As a 
consequence the Federal Housing Administration has insured a mortgage on 
this project in the amount of $4 million. 

Carmel Hall is believed to be the largest home for aging in the world. It 
is a pilot project of national importance, and numerous cities throughout the 
United States are interesting themselves in like projects. Assuredly the need for 
gerentological projects is as urgent as that of hospitals and schools. 

In fact, at the time of the commitment of the Federal Housing Administration 
on August 18, 1957, the Honorable Albert Cole, Administrator of the National 
Housing and Home Finance Agency, publicly declared that “Carmel Hall is the 
goal rather than the desire in homes for aging.” 

Carmel Hall is owned and operated by the Carmelite Sisters for the Aged 
and Infirm. It is one of the youngest Roman Catholic orders in existence, having 
been founded at Saint Patrick’s Home, the Bronx, New York, on September 3, 
1929, by Very Reverend Mother General Angeline Teresa, who is still living. 
The mother house and novitiate are at Avila on the Hudson, Germantown, N.Y. 
Though in existence only 28 years, the order has 29 foundations throughout the 
United States, with the order numbering approximately 400 sisters. It is sig- 
nificant that the Carmelite Sisters for the Aged and Infirm is the only Catholic 
order which has from its very inception devoted its endeavors exclusively to 
the field of geriatrics. Mother Regina Carmel, 0. Carm., is the superior of 
Carmel Hall, and the 550 residents are in her direct charge. 

The work of alteration and reconstruction was a most difficult undertaking, 
and has required 24% years in its execution. A three-story residence on the 
property was razed to accommodate additions to the building, and to provide 
for an outdoor garden area. The entire building has been altered to better 
accommodate all existing and the addition of new facilities within; every room 
has been refurbished, and all provision has been made to provide pleasant sur- 
roundings and comfort for the residents. 

The plumbing, heating, and ventilating systems were completely rebuilt and 
corrected to remove all violations. Of great concern was the matter of the elec- 
trical system. Violations were so numerous that, after much deliberation, it was 
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determined that the entire wiring system should be replaced, and that the power 
supply be changed from direct to alternating current. This entailed the installa- 
tion of primary switchgear, two substations, and secondary switchboards in the 
basement of the building. The cost for replacement of mechanical and electrical 
systems was one of the major items of the total cost. 

Two requirements are mandatory for admission to Carmel Hall. Firstly each 
applicant must be 65 years of age, and secondly, he must pass a satisfactory 
medical examination. 

Carmel Hall has a waiting list of more than 3,000, and applicants are carefully 
screened. The building houses 431 residents in single rooms and/or suites, with 
an additional 100 residents in the infirmary section, these latter assigned to the 
third and fourth floors of the building. When required, 100 additional residents 
may be accommodated in the same infirmary section. 

The convent is housed on the 11th floor and has accommodations for 55 
religious. Suites are provided on the 12th floor for the chaplain and visiting 
priests, for a total of 10, while separate accommodations are provided for retired 
priests on the 5th floor of the building. Employees including nurses’ nurses’ 
aids, volunteers, orderlies, maids, kitchen help, engineers and maintenance crews, 
number approximately 175. All are nonresident. 

One of the most difficult problems for solution was the matter of food service. 
In addition to the main kitchen the building contains a total of 12 kitchens, 
allocated as 4 major and 2 minor subkitchens, separate diet kitchens, one or 
more of the latter being located on each floor of the building. The fact that 
1,000 meals must be prepared 3 times daily, allocating 24 minutes for serving each 
meal, complicated the problem. It is believed that the food service problem at 
Carmel Hall is unlike any other in the Nation, not being matched by even the 
largest hotels. The main kitchen contains 19 separate walk-in refrigerators. One 
freight elevator was converted for exclusive kitchen use. 

Food stuffs are prepared at least 2 hours in advance of actual service to the 
residents. Completely prepared meals are placed in specially designed hot food 
cabinets in the main kitchen; the cabinets are maintained at the required tem- 
perature and humidity, and are wheeled into position in the main dining room, 
there powered again until ready for service to the residents at the appointed 
time. 

Bulk food is placed in a similar type of cabinet and transported to the infirm- 
ary subkitchens, and to the subkitchens on the 2d, 11th, and 12th floors. Diet 
kitchens on each floor are for use by the residents who may prepare for them- 
selves, between meals or midnight snacks. 


INFIRMARY SECTION 


The infirmary or medical area is divided into two sections, one on the fourth 
floor and a second on the third floor. The fourth floor is devoted exclusively to 
residents requiring custodial care, while the third floor is allocated only to bed 
patients. 

The fourth floor has a total of 56 resident rooms. Provision is made for 
clean and soiled utility areas, linen rooms, and oxygen supply. Two large sit- 
ting rooms have been created at the northwesterly and northeasterly corners 
of the building. 

One of the two major subkitchens is located on this floor, complete with dish- 
washing facilities. Being that the individuals on this floor are ambulatory, 
meals are served to these residents in their own dining room, separate and 
apart from all other residents. This entire floor is completely equipped with 
a time saver electronic nurses’ call system with a microphone mounted in the 
ceiling of each room. 

The third floor is one of the most interesting of the building, and such con- 
tains 43 rooms for bed patients. A large subkitchen with separate dishwashing 
area is located on this floor, but, unlike the fourth floor, food service is provided 
by means of a combination hot-cold food cabinet of a sufficient capacity to pro- 
vide meals for all residents on the floor. 

This floor likewise has a time saver nurses’ call system, and is the central 
control point thereof. 

The floor contains examination rooms, a consultation room and medical direc- 
tor’s office, in addition to offices for supervising personnel. 

The Carmelite Sisters for the Aged and Infirm are advanced in the field of 
rehabilitation for the aging. This facility is divided into two different depart- 
ments consisting of therapy, and rehabilitation proper. In the therapy depart- 
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ment is provided specially designed bath areas, including special treatment and 
hydrotherapy. This department contains special treatment rooms employing 
the use of heat lamps, diathermy, ultra sound, and other restorative electrical 
units. 

The rehabilitation or activities for daily living area is primarily for use in 
treatment of cardiac and coronary patients. In this area are walkers, parallel 
bars, weight lifting machines, shoulder wheels, exercises simulating bicycling 
or rowing, and stiles simulating ordinary stairs, as well as simulating steps on 
transportation vehicles such as buses. In this same department those afflicted 
With coronary ailments are taught the procedure of getting in and out of bed, 
and the simple faculty of again, combing one’s hair. 

This floor contains a completely equipped clinical laboratory, with com- 
plete facilities for blood and biological chemistry, urinalysis, etc. The X-ray 
department is completely equipped. Such is used for radiography, light therapy 
aml fluoroscopy. Completely equipped dental and chiropody offices occupy an 
important part in the medical program. 

Inasmuch as the patients when not confined to bed may be in wheelchairs, 
an outside terrace has been created on the roof over the second floor, where 
these patients may be taken to the outside sun and air. This terrace has its 
perimeter as a planting area, and represents for these patients an outdoor 
garden. 

Both floors of the infirmary section are completely serviced by the best equip- 
ment and furniture available. 

SECOND FLOOR 


The second floor may be termed as the heart of Carmel Hall. On this floor is 
located the chapel with its accessory areas, auxiliary meeting and recreation 
rooms, together with craft areas for occupational therapy. Of these the chapel 
is the most important. Half the chapel is located on a former roof between 
two short projecting wings of the building, and the other half of the chapel area 
is new construction, forming an outdoor canopy over the garden area below. 
Necessarily the ceiling of the chapel is somewhat low, occasioned by the fact that 
it Was necessary to meet code requirements for existing window openings on 
the third floor immediately above. The chapel is of contemporary design with 
panel walls of pin oak. Its stained glass windows are soft in color and sym- 
bolic in design. The sanctuary obtains natural diffused daylighting from top 
light panels. The baldachin of horizontal and vertical slatted construction 
accentuates the main altar. One-half the seating in the chapel area, as well as 
the confessionals therein, is equipped for hearing aid devices. A separate wheel 
chair area for residents of the infirmary floors is provided. 

The chaplain’s and priests’ dining room and additional private dining rooms 
are located on this floor, with a fully equipped kitchen for providing service 
thereto. These private dining rooms are for use by the residents who may en- 
tertain as their guests, members of their own families and friends, thus afford- 
ing them dining facilities separate and apart from the main dining room as the 
occasion demands. 

One of the greatest factors in the well-being of the aging is the occupation 
of the hours which are spent in a home of this type. The Carmelite Sisters 
have wisely provided for occupational therapy, consisting of ceramics, leather 
goods, and textile work divisions. This department is so arranged that the 
space may be divided into a single, two, or three separate areas. In the ceramics 
division residents may model clay into figurines, dishware, or similar items, 
thereafter glazing and firing these articles in electric kilns. 

The leather working division is devoted to handicraft in the making of 
leather goods such as purses, wallets, belts, card cases, and similar items. 

In the textile division there will be large and small looms for weaving various 
types of yarns into fabrics. In this area the residents may design and fabri- 
“ate ready-to-wear items from materials of their own selection. 

The auxiliary meeting room, known as the Casino, is an area in which the 
residents find great delight. Various types of games, dancing parties, and 
music worksbops are held in this room. 

The entire second floor is completely furnished in excellent taste, employing 
harmonious color schemes. This floor is air-conditioned through a central sys- 
tem and supplemented by individual units. 





pr 
ho 
Thhé 
ch 


at 
dit 
fu 





THE AGED AND THE AGING IN THE UNITED STATES 2351 


FIRST FLOOR 


The first floor in reality is the public area of the building, and its functions are 
primarily in that category. Residents and their guests may while away the 
hours in the lounge and on the mezzanine above. Off the lounge is located a 
major portion of the administrative offices. The cooking section of the main kit- 
chen is located on this floor. 

The main dining room occupies two levels and has a total capacity of 428 
at one seating. Those requiring special diets are seated at the upper level. All 
dining room furniture is of special design. The entire dining area and its 
furniture have been executed in bright and exciting colors. 

Visitors to the residents are numerous and frequent. These may not dine with 
the residents excepting by prearrangement for use of the private dining room 
on the second floor. <A coffee shop with a complete kitchen is maintained, where 
visitors may obtain snacks and light lunches at nominal cost. 

The Little Theater is one of the most interesting and exciting areas of the 
project. In this area residents stage their own theatrical productions, musi- 
cals, and other forms of entertainment. In that the residents come from all 
walks of life, the talents they possess are of surprisingly high order. Visiting 
orchestras, choral groups, and ensembles present many concerts here, and cin- 
ema productions are staged several times weekly. Admittedly the Little Theater 
is somewhat inadequate in size, yet supplies almost nightly entertainment. It 
has a seating capacity of 240. It has a miniature stage completely equipped 
with lighting and sound effects. 

The entire floor is air conditioned. 

The new construction of the building is confined to the parcel of land easter- 
ly of the building, from which a former residence was removed. Such construc- 
tion consists of the new chapel, a five-car garage, and an outdoor garden. 
The roof of the garage supports cooling towers necessary to the operation of the 
air-conditioning and refrigeration systems. The garden is the delight of the 
residents. The area is completely landscaped, and in this area along the ser- 
pentine walls individual residents may tend and nurture his or her own tiny 
flower garden. Planting is arranged so that the garden is a riot of natural color 
throughout most of the seasons. During the summer season residents constantly 
enjoy the outdoors, and they do so even during inclement weather by reason 
of the chapel construction affording a canopy over a large portion of the gar- 
den area. The garden can accommodate 240 residents for outdoor dining or 
for garden parties. Two shuffleboard courts are provided. 

The reflecting pool is placed at one end, mirroring a statuette of Our Lady of 
Mount Carmel. A water fountain enhances the composition. The colored light- 
ing effects of the pool and the garden area are striking. 


BASEMENT 


The basement has been entirely reconstructed and rearranged. In addition 
to heavy equipment, the mechanical equipment room contains compressors and 
temperature control centers. All items of major mechanical equipment are 
electronically controlled from a specially built control panel. 

One of the most desirable and advantageous features of the project (inherited 
from former hotel use) is that each resident room is equipped with its own 
private bath. An endeavor has been made to provide pleasant surroundings, and 
color schemes are many and varied throughout all rooms and areas, thereby 
almost eliminating the sameness which might be expected. A sound system 
serves the entire building, carrying programs from FM radio stations, which 
programs may be interrupted at any time for paging. Programs from the Little 
Theater, the garden area, chapel and recreation areas may be transmitted to 
any other part of the building, including even passenger elevators. The project 
is powered by central heat supplied by the Detroit Edison Co. 

Richard Klees, Jr., and Associates were the electrical engineers; and F. O 
Jordan, Inc., the mechanical engineers. George W. Auch Co. were the general 
contractors; L. L. McConachie Co. were the contractors for plumbing, heating, 
ventilating, and air conditioning; the French Electric Co. were the contractors 
for the electrical work. 

Ruslander & Sons, Inc., of Buffalo, N.Y., installed the kitchen equipment; 
General Electric Co. provided the installation of switchgear and substations ; 
Daprato Statuary Co. of Chicago made the installation of chapel windows and 
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furnishings. Many subcontractors and approximately 200 vendors were engaged 
in the work. 

To all, the Archdiocese of Detroit and the Carmelite Sisters for the Aged and 
Infirm extend their gratitude and congratulations for their assistance in bringing 
the project to a fruition. 

Carmel Hall is a great credit to the city of Detroit and to the Nation. 


“THat THy Days May BE Lone” 
OUR SENIOR CITIZENS 


Golden agers these days are likely to sweep aside any regrets on growing old. 
Achieving 65, they point out, is a privilege denied to many. 

Michigan oldsters, according to the U.S. Census Bureau, are increasing at a 
greater rate than the national average. The State now has 600,000 people, 65 
or over, is expected to have 827,000 by 1970. By that time 8 percent of the State's 
population will be 65 or over. 

From 1940 to 1956 those 65 and over increased 59.7 percent in the United States, 
68.6 percent in Michigan. The national increase from 1956 to 1970 is estimated at 
55.4 percent, Michigan’s at 48.2 percent. Today at 65 a man can expect to live 
another 15.6 years, a woman 18.9 years, according to our Board of Pensions. 

These statistics are more than figures. They are people—our neighbors, our 
friends, perhaps members of our own family. 

One of the Nation's most successful efforts at helping our senior citizens 
to help themselves is Presbyterian Village, sponsored since 1945 by the Presby- 
tery of Detroit. Its story has been told in newspapers, magazines and on TY. 
It was given national prominence in the Saturday Evening post issue of Novem- 
ber 8, 1958, in an article “I Live in a New Kind of ‘Home’”™ by one of the 
“vounger” residents, 75-year-old Mrs. Mary C. Van Tuyl. 

Presbyterian Village might be termed an ideal community for the aging were 
it big enough to accommodate even the Michigan Presbyterians who would like 
to live there. 

As it is the village has a waiting list of 350. This is by no means representa- 
tive, since many hearing of the waiting list do not even file an application. 

While the village is not restricted to Presbyterians, they are given perference. 
Need and its urgency are a prime consideration. 

The village is designed for independent and pleasant Christian living, much 
the same as the resident would experience in his own home, as contrasted with 
an institutional type of “home.” A real requisite for residence is that the 
oldster be a Christian, in his attitudes and behavior. 

These golden agers are now helping themselves. Those who are financially 
able to do so pay the village for their upkeep. However, there are a number 
of residents unable to pay the entire cost, so that the village operates at a deficit 
and cannot accumulate any surplus for new buildings. 

The Presbytery of Detroit has taken responsibility for making up the village's 
operating deficits, but now that the synod is planning to enlarge our work for 
our senior citizens we are all being asked to help. 

In order that Presbyterian Village may accommodate 50 more people the build- 
ing of another hotel-type of residence, similar to the present Sterling Hall, is 
planned at a cost of $500,000. 

Another $200,000 is needed to get a new “village” started in another area of 
Michigan. The exact location is still to be determined. 

It is planned to raise this $700,000 for these two projects through the Michigan 
synod development program. 

Recalling the Bible admonition: “Cast me not off in time of old age; forsake 
me not when my strength faileth,” our responsibility as Christians, and par- 
ticularly as Presbyterians for our own people, is abundantly clear. 


EXTENDING OUR SERVICES 


The Presbyterian Village type of accommodation for our senior citizens, 
which has proved so popular in the Detroit area, is to be extended to other 
parts of the State through our Michigan synod development program. 

While the village near Detroit is open to Presbyterians from other sections 
of the State, it is recognized that oldsters from other Michigan areas would 
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prefer a location nearer their former residence, where friends and relatives 
located nearby might visit them without long-distance travel being involved. 

A study made in Grand Rapids of four age groups: 65 to 69, 70 to 74, 75 to 
79 and 8O and older, shows that those who are confined to home, yard, bed or 
chair, are respectively 6.6 percent, 17.4 percent, 26.9 percent and 36.8 percent in 
these age groups. 

The balance can usually go any place unassisted, but experience at the present 
village indicates that the residents are so proud and happy with their village 
home, that they get a lot of joy out of showing their friends and relatives 
around. 

In Grand Rapids too, the study confirms the fact that health declines sharply 
with increasing age, from 64.3 percent in good health at the 65 to 69 level to 
36.8 at the 80 and over level. 

To provide a start in the establishment of one or more new villages in 
western Michigan or other areas, $200,000 will be allocated from synod develop- 
ment program funds. 

Presbyterians who wish to do so will have an opportunity through the pro- 
gram to designate their subscriptions for starting this new village or villages. 

It will be a real broadening of our service to our senior citizens. 


A HAPPY COMMUNITY 


Presbyterian Village, on the outskirts of Detroit, is a happy community, as 
any visitor will soon learn from the residents themselves. There are 74 of 
them, including 14 men, housed either in the community residence, Sterling Hall, 
or in 1-story, motel-like brick apartments. 

As free to come and go as they would be in their own home—which they 
will proudly tell you the village is—those who keep house, including several 
married couples, shop regularly traveling either on the busline nearby, or in 
the village’s station wagon, which makes regular trips to a shopping center. 

The village has a 12-bed infirmary for those who are ill or need regualr 
medical care. Patients pay extra for this. A nominal charge is also made by 
physicians who hold regular infirmary office hours for other residents twice 
weekly. Physical and occupational therapy programs are available without 
cost. A whirlpool bath, part of the physical therapy program, has already 
brought relief to arthritis sufferers. Occupational therapy, conducted in the 
basement of Hoobler House, consists of ceramic and painting classes. 

Sterling Hall accommodates 48, providing a private room, bath and board for 
$150 monthly. Those who prefer to do their own cooking and housekeeping 
have one or two bedroom apartments renting respectively at $75 and $90 monthly, 
plus utilities. Additional facilities are being built this year at a cost of $950,000 
financed by a 40-year FHA mortgage, which will be self-liquidating out of income 
from the apartments. 

They will provide room for another 50 people. The need is great for other 
accommodations where, as in Sterling Hall, residents may take their meals in 
a central dining room. It is planned to raise $500,000 through the Michigan 
synod development fund to build another community residence for 50 people. 

In 1945 when the Detroit Presbytery purchased the property it consisted of 
40 acres. Five acres were given to the First United Presbyterian Church of 
Redford for church buildings and a manse. Two acres were sold to the Red- 
ford Board of Education for an addition to the grade school. 

Lange-range plans for the village call for expansion of the infirmary, and 
to eventually increase village living accommodations to 500 people to be housed 
in various types of buildings. 

The village is a place people “want” to come to, rather than “have” to come 
to as a place of “last resort.” It is operated as a Christian service to our 
senior citizens. 

OUR CHRISTIAN STEWARDSHIP 


Men and women of 65 and over, constituting a larger percentage of our Michi- 
gan population each year, have special problems. One of the most pressing 
ones is where to spend their remaining years with dignity and in Christian 
fellowship. Michigan Presbyterians have provided such a place in Presbyterian 
Village, and are now planning to extend the work to other areas. 

Those of us who have a special interest in these golden agers are being given 
an opportunity through our Michigan synod development program to sponsor 
a unit in the new community residence at Presbyterian Village. In the follow- 
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ing pages you will find floor plans and the prices at which various units may 
be sponsored as memorials or tributes. 

These will be living and useful units, serving our fellow Presbyterians for 
many years to come. They will bring honor to those whose names they bear, 
stand as a constant reminder to our Christian stewardship. 

The Church's program for our older citizens is part of God’s work. It is part 
of our stewardship responsibility to take part in it. 

By doing so we will help to make a fuller, happier, more Christian life possible 
for our senior citizens. The Bible tells us to honor our father and our mother. 
These senior citizens are the fathers and mothers of our generation. 

They need our help—now. 

FUTURE PLANNING 


Future planning for the welfare of our senior citizens is founded on the 
premise that accommodations for them must be expanded. Our experience at 
Presbyterian Village proves that there is a great need, even at present, for 
this and with the over-65 group growing in numbers each year, the future need 
will be even greater. 

Since the planning will evidently include villages at other locations, we likely 
can use the experience gained in the operation of Presbyterian Village in this 
planning. 

One bit of long-range planning at Presbyterian Village, which might be used 
in other areas, is the building of groups of 1-story brick studio apartments, with 
a capacity of four couples in each unit, as shown on this page. 

Each of these units will have a studio living-room, bath, Pullman kitchen and 
private patio, with rents to include the furnishing of dinner at the village’s 
central dining room. 

While these units might be financed through a long-term FHA loan, village 
authorities feel that this sort of financing should be kept at a minimum. 
Mortgage payments, they point out, would have to be met from rents. This 
would rule out the acceptance of residents who are not able to pay their 
own way, and would do away entirely with the Christian concept of the village 
management that the village should be open to all regardless of their ability 
to meet the cost of their care. 

The village management, out of their experience, feels that there is a great 
need for this type of accommodation and that other areas within the State 
might well consider it in shaping their plans. 


STUDIO APARTMENTS 


Four studio apartments will be added to Presbyterian Village this year, as 
part of the additions financed by FHA. Additional studio apartments are 
planned for the future. 

Experience has shown that for various reasons some residents prefer to live 
in a central community house, others in the one and two bedroom apartments, 
while another group is eager to have a small studio apartment, where they 
can enjoy their own privacy and still go to the central dining hall for dinner 
daily. 

Each studio apartment building, similar to that shown above, will contain 
four compact apartments. Each apartment will accommodate either one or two 
people. 

PRESBYTERIAN VILLAGE 
Board of directors 

Elder Robert F. Hastings, president: Elder Read Jenkins, vice president; Mrs. 

Earl M. Doig, secretary ; Elder Paul E. Hurr, treasurer. 


Class of 1960 
Rey. Roger McShane, Rev. Harry Rine DeYoung, Elder Paul F. Hurr, Mrs. 


Allan M. Frew, Mrs. Allan Monroe, Elder Frank J. Sladen, Elder Robert F. 
Hastings, Elder Read Jenkins. 


Class of 1961 


Rev. H. Paul Sloan, Jr., Rev. John K. Mitchell, Elder J. Lamar Newberry, 
Elder Carl W. Forsythe, Elder Marlin R. Hemphill, Dr. Icie M. Hoobler, Mrs 
Walter Koester, Mrs. Harold Cutter. 
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Class of 1962 


Elder Mrs. Charles W. Brownell, Elder Mrs. Earl M. Doig, Rev. Paul K. 
Heberlein, Elder Oliver Horn, Elder Herbert D. Hunter, Rev. Kenneth G. Neigh, 
Elder Mrs. Nelson A. Miles, Elder John H. Sherf. 

Executive director 

Edwin F. Kirbert 
Vichigan Synod development program 

Paul Carnahan, general chairman. 

D. E. Karn, general vice chairman. 

Rev. Kenneth G. Neigh, general clerical chairman. 

Rev. Robert H. Yolton, associate general clerical chairman. 

Mrs. Bruce Fleming, general chairman, women’s division. 





{From Detroit Free Press, Apr. 27, 1959] 
“No PLace LIKE Home” Detroit RETIREES FIND 
(By Warren H. Stromberg, Free Press staff writer) 


Home ties are hard to break in retirement. 

Edward Trapp, peppery in mind and body despite his 68 years, and his wife, 
Emily, 63, found that out after 4 years in Florida. 

They have resettled in the Detroit area in a newly opened subdivision designed 
for retired persons on Rosewood near Middlebelt, Nankin Township. 

In doing so, the Trapps have become part of a housing development unique in 
the country. 

Thirty-one-year-old Tobey Holtzman began studying home market needs at the 
University of Michigan. 

Teamed with another young builder, Gil Silverman, 33—-their fathers have been 
residential builders in Detroit for two generations—Tobey became interested in 
the lack of housing for retired persons. 

At the Federal Housing Administration they found Congress had passed a 
special group of housing concessions for retired persons in 1956. 

About a year ago the two young men sat down and asked themselves if there 
weren't some way they could make these new provisions apply. 

Holtzman and Silverman launched the project and the result is Kingsley 
Park—a quiet area with Middle Rouge Parkway as a backyard and busy Michi- 
gan Avenue a quarter-mile away. 

Sixty-two houses are going up. Each is designed for retiring persons. One- 
level living with nonskid floors, warm air heat under the floors and grab bars 
in the shower and bath. 

By meeting FHA’'s requirements under the Act, buyers can move in with a 
small down payment. 

One of the buyers must be 60 years old and family income must be sufficient 
to meet monthly payments of $86. 

Is the experiment working? 

The model house at 29177 Rosewood has been jammed since it was opened a 
week ago. The Trapps will occupy the house right next door when it is 
finished in a couple of months. 

Meanwhile, they will continue to live with a daughter, Mrs. Betty Ann Tapp, 
at 31539 Glen, Wayne. 

What does this move mean to them? 

“Well, we like it in Florida for the climate, except in the summer,” Trapp, 
who worked as a tool and die maker for the Kelsey-Hayes Co. 34 years, com- 
mented. “But we like our kids and they're here. 


“Besides, this is our home. My wife and I were born in Detroit. Away from 
here well, we missed it.” 


HERMAN GARDENS GERIATRICS PROJECT 


The Herman Gardens geriatrics project is an effort on the part of Neighbor- 
hood Service Organization, in cooperation with public and private agencies and 
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organizations working in this area, to bring needed social services to the older 
residents. 

The Herman Gardens housing project, administered by the Detroit Housing 
Commission, is located in northwest Detroit. There are 2,106 units, two stories 
high, constructed of brick and stucco, surrounded with neat landscaping. As of 
September 1, 1959, there were approximately 1,100 residents past the age of 60. 

Upon the recommendation of the Detroit Committee on Aging and with the 
cooperation of the Detroit Housing Commission, two NSO workers, with a 
secretary, were assigned to this project, part time, as of October 1, 1957. 

Goals for these workers were: 

(1) to determine services needed : 

(2) to use existing services where they could be used ; 

(3) to provide direct service where necessary. 

A twofold method was used simultaneously to determine needed services and 
how they were being met. <A survey of existing needs and services, planned and 
directed by the UCS research department, was made. This survey was based on 
personal interviews with a representative sampling of the older residents in 
Herman Gardens. At the same time, casework service was offered to all the 
older residents in the project. 

Results of the survey showed the following facts regarding 914 residents past 
the age of 60: 

Health: 749 people needed medical care ; 693 people needed subsidized medical 
care. 

Economic needs: 25 percent derived entire income from social security; 17 
percent had a combination of social security and old-age assistance; 10 percent 
received only old-age assistance; 48 percent had other combinations of support ; 
i.e., old-age assistance plus contributions from children, social security plus 
private pensions, etc.; 20 percent had difficulty managing on income, chiefly 
because of medical care. 

Transportation: Project, one half mile square, is located 8 miles from central 
part of city. One busline is routed through one corner. Recreation club 
meets in extreme southeast corner. Shopping facilities only at northern 
boundary. These factors make transportation difficult even for the most active 
of the older population. 

Leisure-time needs: None of the older residents use commercial recreation or 
are affiliated with any private recreation agency; 137 attend Detroit Recrea- 
tion Department’s Golden Age Club, which meets once a week; 296 ambulatory 
older residents are interested in more recreation. 

Religion: 526 attend church or are visited by their clergymen. 

Home and self-care needs: 179 people (129 men, 50 women) are unable to 
care for their daily responsibilities. 

The casework service also emphasized the fact that health problems were 
the most pressing. 

Other agencies serving the older residents, such as the Wayne County Bureau 
of Social Aid, Old Age and Survivors’ Insurance, Visiting Nurse Association, 
Family Service Society, the Detroit Housing Commission, and Detroit Depart- 
ments of Health and Parks and Recreation, cooperated fully in attempts to 
secure needed help for this age group. 

Organizations such as Altrusa Club, Rosedale Park Woman’s Club, Bushnell 
Congregational Church Social Service Department, Sigma Omicron Club, and 
the local churches also contributed to alleviating the problems of meeting the 
needs of the older people living in Herman Gardens. 

Meals On Wheels, a special project sponsored by one of NSO’s member 
agencies, the Neighborhood House Board of Directors, began service in and 
about Herman Gardens on November 2, 1959. One hot meal and a light even- 
ing meal, prepared in a central kitchen provided by the Detroit Board of Edu- 
cation, are delivered by volunteers to aged or infirm persons who would other- 
wise be unable to have a proper nutritious diet. 

At this time, a housing unit centrally located in the project, provided by the 
Detroit Housing Commission and staffed by NSO, offers casework service, a 
drop in center for older residents, and cooperates with other agencies in bring- 
ing services to those who need them. 
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AGE AND INCOME REPORT OF AGING RESIDENTS AT HERMAN GARDENS HoUSING 
PROJECT, May 1959 


APRIL 1, 1959. 
To Our Interested Friends: 

The number of aging persons being given good housing in Herman Gardens is 
growing. We are proud to have them as tenants and believe that most of them 
are happy here. 

In March 1957 we had 526 apartments rented to persons with one or more over 
age 60. Today we have 735 apartments with 1,021 persons in this age group. 

The information given in the attached report comes directly from our files. 
No interviews were conducted. The statistics are accurate as of April 1, 1959, 
and speak for themselves. 

While we were going through these files the following thoughts crossed our 
minds, we would like to share them with you for whatever value they may have. 

1. It seems to us that our women are having a rough time. When the husband 
dies, the wife left takes a much more substantial reduction in her income than 
the husband if she dies first. Private pensions stop and social security is sharply 
reduced. 

2. Very frequently the survivor, whether man or woman, is left without assets, 
since whatever assets the couple may have had were used up for the final expenses 
of the deceased party. 

3. Many of our tenants exhausted their assets before moving into the project 
trying to maintain housing arrangements they could no longer afford. 

4. Few of our aged tenants move except because of death or totally disabling 
illness. 

5. The longer they remain as tenants the greater is the possibility of illness 
and the more difficult it becomes for them to perform the services we require of 
our tenants. 

The management at Herman Gardens welcomes it’s senior residents. We are 
glad to help solve their housing problems. With the excellent cooperation we 
are receiving from other agencies we are confident that “life will be added to 
years and not just years to life” for most of these people. 

Very cordially yours, 
S. JAMES HERMAN GARDENS HOUSING PROJECT, 
Mrs. ILEEYN A. MESSENGER, Manager Grade 1. 


Ade analysis 


Single Married Other Total | Age of 
occupants couples Total | youngest 

Year born E mo i persons} member of 
|} married 


Men |Women| Men |Women| Men |Women| Men |Women couples 
—|—_— ————-+} a ennai 
After 1900 wea 1 37 4 1] 137 | 38 | 3s 
1895-99. 2 19 29 58 6 28 | 37 105 | 142 | 61 
1890-94. 5 68 77 65 10 15 92} 148 240 | 83 
1885-89____- 11 99 72 95 16 Q 99 203 302 70 
1880-84... 11 64 | 37 62 20 6 | 68 | 132 200 | 35 
1875-79 me 5 39 17 38 7 3 29 sO 109 14 
1870-74 3 8 3 11 l 6 20 BN vcccmicak 
1865-69 l l l 1 2 
Total 38 297 236 366 59 | 63 333 726 | 1,059 





Spouse of person over 60 
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Length of residence in Herman Gardens 


Single Married 











NoTe.—We believe this figure is lower than actual since it is very probable 
that we may not have a record of all disabled persons, particularly disabilities 
occurring after a person moved in. 


Persons reporting that they have no children 
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NoTre.—We question the validity of this figure, because we have discovered 
that we should ask, “Do you have any sons or daughters?” rather than “Do 
you have any children?’ Adult sons and daughters are not considered “children” 
by some people. 


Also, in assembling these statistics, it was observed that a very large number 
of our married couples were second marriages and the parties each had children 
by previous marriages. This would complicate the possibilities of either living 
with or receiving assistance from these children. 


Income analysis—Single persons and couples 


Receiving public assistance: 
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Income from other sources such as social security, private pension, employ- 
ment, contributions from relatives, veteran’s pension, etc. 


Single Couples 


Annual income: 

To $600_. % 

$501 to $900 

$901 to $1,200... 

$1,201 to $1,500__. ; 

$1,501 to $1,700_..__- 

$1,701 to $1,870 

$1,871 to $2,035--- 

$2,036 to $2,200... 

$2,201 to $2,365_. 

$2,366 to $2,530... 

$2,531 to $2,695... 

$2,696 to $2,860_- 

$2,861 to $3,025... 

$3,026 plus... a aia td 
Assets listed at time of leasing: 

None.. 


$501 to $1,000 + 
Yo § 1} Se 
Oe) ea 





0 to $564. 

$565 to $860. - 
$861 to $1,128 
Over $1,128... -- 


Several persons wrote on their statement of assets, “Just enough to bury me.” 

It is reasonable to assume that a good share of these assets have been dissi- 
pated since the persons moved into the project. Several persons have been ad- 
mitted who were without income and living on assets. 

The above figures cover only single occupants and married couples. There are 
122 other persons over 60 living in such varied family groups that a meaningful 
analysis was impossible. It should be borne in mind that the family group to 
which these persons belong must be low Income in order to be admitted to public 
housing. 

There are 98 apartments in which at least one member is over 60, other than 
our single occupants and married couples. 


Parent or parents caring for a disabled adult son or daughter 

Parent living with 1 employed child 

Family head over 60—school age children in the home 

SUM Ris I ie ic iii a ti a Der ce 
Sisters 

Grandparent or grandparents raising grandchildren 

Brother and sister 
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CONDENSED SUMMARY OF NSO—-UCS HERMAN GARDENS SURVEY 


(1) 914 residents past the age of 60 living in 626 units. 
(2) Findings: 

(a) Health: 749 people need medical care; 693 people need subsidized medical 
care. 

(b) Economic needs: 25 percent derive entire income from old age and sur- 
vivors insurance; 17 percent have combination of OASI and old age assistance; 
10 percent receive only old age assistance; 48 percent other combinations, i.e., old 
age assistance; plus contributions from children, old age and survivors insurance 
plus old age assistance, etc.; 20 percent have difficulty managing on income, 
chiefly because of medical care. 
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(c) Transportation: Project, one half mile square, is located 8 miles from 
central part of city. One bus line is routed through one corner. Recreation 
club meets in extreme southeast corner. Shopping facilities only at northern 
boundary. These factors make transportation difficult for even the most active 
of the older population. 

(d) Leisure-time needs: None of the older residents use commercial recreation 
or are affiliated with any private recreation agency; 137 attend recreation de 
partment’s Golden Age Club, which meets once a week; 296 ambulatory older 
residents are interested in more recreation. 

(e) Religion : 526 attend church or are visited by their clergymen. 

(f) Home and self-care needs: 179 people (129 men, 50 women) are unable to 
care for their daily responsibilities. 

The complete survey report, from which this summary is taken, is now 
available. 







































RECOMMENDATIONS FOR HERMAN GARDENS PROJECT 








I. Plan for comprehensive service 


(a) Community organization: To bring together representatives of groups to 
plan and execute more and effective service. 

(b) Services to individuals: To provide counseling service to the aging for 
their individual problems and needs. 

(c) Services to group: To provide the means by which people could meet 
together and work out common problems. 

(d) Research: To evaluate experience as to methods used, kind of service 
given and results. 

Budget for plan I would amount to approximately $20,200 (expediter, $7,000; 
social worker, $6,000; research consultant, $2,000; secretary, $4,000; office ex- 
penses, $1,200). 


IT. Plan for limited service 


To provide one full time social worker and a secretary and obtain community 
organization and research services from NSO or another agency. 

Budget for plan II would be about $16,700 (social worker, $6,000; secretary, 
$4,000; expediter, $3,500: research consultant, $2,000; office expense, $1,200). 


III. Present plan 


Two professional workers and a secretary 2 days per week. This plan lacks 
opportunity for the sustained and sustaining kind of influence that even a more 
limited service on a full time basis would provide. 

Budget for plan III amounts to approximately $8,100 annually (supervisor, 
$3,500 ; caseworker, $2,800; secretary, $1,200; office expenses, $600). 


HERMAN GARDENS “MEALS ON WHEELS” 








A new community service fer the aged and chronically ill, who reside in and 
around Herman Gardens is now a reality. Known as meals on wheels, this 
is a new service in Detroit. The idea originated in England and is now being 
used in several large cities in the United States. One hot meal and a light 
evening meal, prepared in a central kitchen, is carried by automobile to the 
apartment or room of an aged or infirmed person who otherwise would be un- 
able to have proper nutritious food. It is felt such a service will prevent un- 
necessary and expensive institutionalization and, at the same time, constitute 
an added “prop” enabling the aged to remain independent and to live more 
normally. 

The group of women who make up the board of directors of Neighborhood 
House, with the cooperation of the Neighborhood Service Organization, opened 
the program on October 26, 1959. Possessed of a deep interest in the aging and 
their problems and desiring to continue to give of their time and talents in 
service to the community, this group of women settled on this project when 
Neighborhood House was forced to close by the redevelopment plan for the 
Corktown area. 

The large and fine kitchen in the Herman School is being used for the prepa- 
ration of food. A fine new stove was presented by the employees of the Michigan 
Consolidated Gas Co., and other modern appliances have been purchased. The 
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Director is Mrs. Dorothy Hall, formerly resident director of Neighborhood 
House. A cook has been employed to prepare the hot meal. The preparation of 
sandwiches, the packaging and delivering of the meals are being done by groups 
of volunteers. The hours of volunteer service are divided into two shifts: for 
those who assist in sandwich making and packaging, the time is 9:30 to 11:30 
a.m., while for those who deliver, the hours are 11:30 to 1:30 p.m. (Both the 
hot meal and evening supper will be delivered to the client at noon.) 

Mrs. Fred Hughes and Mrs. Gilbert Whelden are cochairmen for the project. 
Quantity food preparation and handling necessitates special techniques, there- 
fore the chairmen called on the American Red Cross Canteen Service to conduct 
two 2-hour orientation lectures for the volunteers. The first lecture was at the 
Red Cross; the second at the Herman Gardens Recreation Center. At the 
Herman Gardens meeting, Dr. Mildred Peters of Wayne University spoke to 
the volunteers on the reactions they might expect from their clients and how 
best to handle them. 

The recipients of “meals on wheel” service will pay a very nominal charge, 
which will not, of course, constitute complete support and a budget has been set 
up for the project. It is therefore obvious that the assistance of willing volun- 
teers is most important. There are at this time 20 persons receiving the service. 
It is planned to expand the program slowly. The program at Herman Gardens 
is a pilot project, and it is hoped the service may eventually be available in other 
areas. 


HIGHLICHTS OF THE Forp-UAW RETIREMENT PLAN AND Group Lire INSURANCE 
AND HOosPITAL-SurGICAL BENEFITS AVAILABLE FOR RETIRED EMPLOYEES 













This outline of the Ford-UAW retirement plan and related group life insur 
ance and hospital-surgical provisions is designed to give a general idea of the 
retirement benefits available to Ford employees covered by the Ford-UAW agree- 
ment, without going into all of the refinements and details set forth in the plan, 
insurance policy, and contracts. 

The complete text of the retirement plan appears in the Ford-UAW agreement 
dated September 20, 1958, and the terms of the plan are controlling in all cases. 
The related group life insurance provisions are contained in the John Hancock 
Mutual Life Insurance Co. policy and hospital-surgical provisions generally are 
covered by Blue Cross-Blue Shield subscription contracts. 











INTRODUCTION 





You are automatically covered by the retirement plan if you are an employee 
covered by the terms of the Ford-AUW collective bargaining agreement. 

Benefits under the retirement plan are paid from the retirement trust fund 
established by the company pursuant to agreement with the UAW. Contribu- 
tions to the trust fund are made by the company. The employees covered by 
the plan do not contribute to the trust fund. 

A board of administration consisting of three company and three UAW mem 
bers is responsible for the administration of the benefit structure of the plan, 
interpretation of plan provisions, and determination of eligibility of applicants. 
The board of administration has established a board office which assists in 
processing applications and making arrangements for pension payments. In 
addition, the board of aCministration is helped by separate company and union 
administrative offices. 

The plan provides for normal retirement, early retirement, disability retire- 
ment, and deferred vested benefits. 










SERVICE CREDITS 





Service credits are the yardstick by which your employment with the company 
is measured for retirement plan purposes. 

For periods after the retirement plan was established (March 1, 1950), credit- 
able service is measured by the hours for which you receive pay during each 
year of your employment with the company. (An hour for which a premium 
is paid is counted as only 1 hour.) It is also possible to acerue creditab'e 
service while on approved workmen's compensation leave or union leave for 
the number of hours you would have been scheduled to work. 
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Schedule for service 1951-57 * 

Gives this 
service credit 
- year, 
eee DE 2608 COON: 1 BOO ROUT R on si cn bie dnsccndse en % year. 
Ce, ent, ORNS: CEMNEE? SLI PAT Es oni a creer ech sca be eaeclh eink bats yy year, 


Less than 750 hours None. 


Pay received in 1 calendar year for— 


Schedule for service after 1958? 

Gives this 
service credit 
year. 
year. 


Pay received in 1 calendar year for— 
1,615 or more hours ; 
aaeeeey UNTIED UENIDIN UBUD NOUN ne ae 9 
Deer OT Pe MIRE STE RN i a year, 
Rees Ry RCS CPU ee SIC A ae eee iain, 
eer Nn ROI EN DR cence .6 year. 
BE RO RN IED NII aca ca neice eins Sarees ae aeLmaee year. 
Sr OCT, UR SY a oe ge eeentenoue year. 
425 but less than 595 hours year. 
Sn rT eI ry I aati a bah see cael een tea Sees ae year, 
er On in Ce euetastness epg eusian aia year, 
RIONN Sen GO MOUS cat cael None. 


1 There are other schedules for service during 1950 and 1958. 


If you have creditable service prior to the beginning of the plan (March 1, 
1950), you may receive credit for such employment. In most cases, you may 
receive a service credit for each year that you had worked. 

Service credits apply only to the retirement plan and to continuing group 
life insurance for retirees. They do not affect any other company benefits 
where service is taken into account. 


NORMAL RETIREMENT 


To be eligible for normal retirement you must be age 65 or over and either 
be on the active employment rolls or have not incurred a break in seniority.’ 

You can retire at any time after reaching age 65. You can be retired at any 
time after you have reached age 65 if you are unable to perform your work 


efficiently. Retirement is automatic at the end of the month in which your 
68th birthday occurs. 


Normal retirement benefits 


If you retire on or after September 1, 1958, your monthly retirement benefit 
will be computed on the basis of your years (and any fraction of years, if 
applicable) of creditable service in the following manner: ?” 


Normal retirement formula 
$2.40 X years of creditable service prior to 1958, plus 
$2.43 X year of creditable service during 1958, plus 
$2.50 X years of creditable service after 1958. 

For example, if you retired January 1, 1960, with 40 years of creditable 
service (38 years prior to 1958, 1 year during 1958, and 1 year after 1958), your 
monthly benefit would be computed as follows: 

$2.40 X 388=$91.20 
243X 1= 2.43 
$2.50X 1= 2.50 


96.13 would be your monthly normal retirement benefit. 


Should you have less than 10 years of creditable service you would not be 
eligible for a normal retirement benefit. 


Social security 


Your social security benefit is in addition to the benefit which you receive 
from the pension fund. For instance, if you retired January 1, 1960, with 40 


1 Applicable if you have been on the active employment rolls on or after Mar. 1, 1950. 


2If you retired prior to Sept. 1. 1958, your monthly benefits are computed on the basis 
of $2.35 for each year of creditable service. 
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years of credited service and were entitled to maximum social security benefits, 
your total monthly benefit under the above example would be: 


Retiremien: benen, front Deeg TOR. 2.3 a econ eae $96. 13 
MASSING SOCIEL SRCUTIED TOON iii iccncc neice east haa 116. 00 










acca cease x: scien nk cei-as5 detente oii Genel ae a aera 2.13 

















































If you have a wife who qualifies for social security benefits on your account, 
she would receive (in addition to your social security benefit) a monthly benefit 
of her own, equal to one-half of yours, if she were at least 65 years of age. In 
the above example, your wife’s benefit would be $58 per month. 


EARLY RETIREMENT 






To be eligible to retire early, you must be age 60 or over but less than age 65 
and have at least 10 years of creditable service and either be on the active 
employment rolls or not have incurred a break in seniority.* 

If you meet the above eligibility requirements you may retire at your option 
or you may be retired at the option of the company or under mutually satisfac- 
tory conditions. 


Early retirement benefits * 

Should you retire at your option you may elect a deferred early retirement 
benefit payable at 65 or an immediate early retirement benefit payable the first 
of the month following your retirement. Deferred early retirement benefits are 
calculated by using the normal retirement formula. An immediate early retire- 
ment benefit is an amount equal to the deferred benefit reduced by five-eighths 
of 1 percent (0.00625) for each month you are under age 65 at the time of 
retirement. 

If you are retired at the option of the company or under mutually satisfactory 
conditions, a special early retirement benefit is provided. This benefit is deter- 
mined by multiplying your creditable service prior to 1958 by $4.80, during 1958 
by $4.86, and after 1958 by $5. When you attain age 65 or become eligible for 
a primary or a disability insurance benefit under the Federal Social Security 
Act, your benefit will be redetermined using the normal retirement formula. 


DISABILITY RETIREMENT 





The plan provides benefits for total and permanent disability. The plan de- 
scribes total and permanent disability as “being totally disabled by bodily injury 
or disease so as to be unable to engage in any regular occupation or employment 
for pay or profit.” The disability must be permanent and continuous during the 
remainder of the employee's life. The finding of permanent and total disability 
must be based on medical evidence. 

Incapacities due to chronic alcoholism, narcotic addiction, self-inflicted in- 
juries, or resulting from a felonious enterprise or resulting from service in the 
armed forces of any country are not covered by the plan. 


Additional eligibility requirements 


Your total and permanent disability must have commenced before age 65, and 
after June 1, 1955 (or after your 50th birthday if terminated before June 1, 
1955), and you must have 15 years of creditable service and you must either be 
on the active employment rolls or have not incurred a break in seniority. 

senefits do not begin until you have been disabled for at least 26 weeks. If 
you are covered by the company’s John Hancock group insurance plan, you 
would ordinarily be eligible to receive weekly disability insurance benefits during 
this period. 
Disability retirement benefit ° 


If you are eligible for a social security disability benefit, your disability benefit 
under the retirement plan will be determined by using the normal retirement 













3 Applicable if you have been on active employment rolls on or after Mar. 1, 1950 
*Ir you retired prior to Sept. 1, 195S, monthly deferred early retirement benefits are 
computed on the basis of $2.35 for each year of creditable service. or immediate early 
retirement benefits are computed by reducing the amount which would have been paid if 
a deferred benefit had been elected. 

®* Applicable if you have been on active employment rolls on or after Mar. 1. 1950. 

®Iif you retired prior to Sept. 1. 1958, your monthly benefits are determined by multt- 
plying your creditable service by $2.35 if you are elizible for a social security disability 
benefit and by $4.70 if you are not eligible for a social security disability benefit. 
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formula. If you are not eligible for a social security disability benefit, your 
disability benefit under the retirement plan will be determined by multiplying 
your creditable service prior to 1958 by $4.80, during 1958 by $4.86, and after 
1958 by $5. 

This disability benefit is payable until age 65. At that time, it is converted 
to a normal retirement benefit, computed on the basis of your service credits at 
disability retirement. You may also be eligible for social security benefits which 
become payable at age 65. 

DEFERRED VESTED BENEFITS 


Under the deferred vested provisions of the plan you may be eligible for a bene- 
fit at age 65 even though your employment is terminated with a break in 
seniority for any reason before retirement. To be eligible you must be at least 
age 40 when you incur a break in seniority’ and have accumulated at least 10 
years of creditable service and at normal retirement age not be eligible for any 
other retirement benefit under the plan based on service prior to such termina- 
nation. 

If you incurred a break in seniority on or after September 1, 1958,° your 
benefit when you reach age 65 is computed by using the normal retirement for- 
mula. However, only service credits accumulated after the end of the calendar 
year in which you reached your 30th birthday are used to calculate a deferred 
vested benefit. 

You must make application for this benefit. Your application must be sub- 
mitted no earlier than 90 days prior to your 65th birthday and no later than 
your 70th birthday. 

PAYMENT OF BENEFITS 


Ford Motor Co. makes the payments required by the agreement with the UAW 
to the pension fund, a trust held and invested by the Chase Manhattan Bank 
of New York. Retirement benefits are payable only from this fund. 

In general, except in the case of disability retirement, benefits become payable 
on the first day of the month after you retire, if your application has been filed 
before that time. No benefits are payable after death. Also, if you are on the 
active employment rolls of the company on the first day of any month after re- 
tirement no benefit is payable that month. The amount of your pension may be 
reduced if you receive workmen’s compensation. 


CONTINUING GROUP LIFE INSURANCE 


Life insurance benefits are provided for employees retiring under the normal 
retirement provisions or the special early retirement provisions of the retirement 
plan. These benefits are available to persons who were members of the John 
Hancock group insurance plan at the time of retirement or at the time of last 
employment. These benefits are provided under the group insurance plan, not 
the retirement plan, and are subject to the provisions of the insurance contract 
between the company and the John Hancock Mutual Life Insurance Co. The 
entire cost of these benefits is paid by the company and no contributions after 
retirement are required of retirees. The amount of insurance depends on years 
of service credits as follows: 


Amount of 

Years of service credits insurance 

rere Oe ee a a ee ee ie ek a ee a $1, 000 
oe NRC ee es: Shia So) oa ee eee eae 750 
er We Ss SO. ow neck hese ee a ee eb Se Se 500 
ba NO a 6 a he a See a ei) lh eS None 


TOTAL AND PERMANENT DISABILITY PAYMENT UNDER GROUP INSURANCE 


Disability retirees may be eligible for total and permanent disability payments 
under the John Hancock group insurance plan. 

If you become totally and permanently disabled prior to reaching age 60 and 
after participating in the company group insurance plan for at least 15 years 
and after your disability has continued for 6 months, you may receive the 


7 Break in seniority must have been incurred on or after June 1, 1955, 

8If you incurred the break in seniority prior to Sept. 1, 1958, your monthly benefit will 
be calculated by multiplying $2.25 by years of creditable service accumulated after the 
end of the calendar year in which you reached your 30th birthday. 
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amount of your life insurance under the group insurance plan in 50 monthly 
installments at the rate of $20 for each $1,000 of life insurance.’ 

These payments would be in addition to disability benefits under the retirement 
plan. The group insurance payments are subject to the provisions of the insur- 
ance contract between the company and the John Hancock Mutual Life Insur- 
ance Co., and are not provided by the retirement plan or administered by the 
retirement board. 

If you were to return to employment following this disability, the amount of 
life insurance you had prior to the disability would be restored to you. 

If you should die before all the monthly installments have been paid, the 
remaining balance will be paid to your beneficiary in a lump sum. If all the 
installments have been paid, or if the unpaid balance is less than $500, your 
beneficiary will receive $500 in the event of your death. 


HOSPITAL-SURGICAL COVERAGE 


All retirees under the plan who have hospital-surgical coverage at the time 
of their retirement may continue such coverage.” The retiree pays the full 
cost of this coverage. The premium, when possible, is deducted from the monthly 
retirement benefit check. For most retirees, the hospital-surgical coverage is 
as provided by the Blue-Cross Blue Shield plan and, as in the case of continuing 
group life insurance and total and permanent disability payment under group 
insurance, is not a part of the Ford-UAW retirement plan. 

If, after having read this outline, you have any questions concerning the plan, 
you may contact: the company retirement relations Representative at your 


location, your local union representative, or the retirement board of admin- 
istration. 





THE GENERAL MoTors RETIREMENT PROGRAM FOR SALARIED EMPLOYEES 


Note.—This booklet contains a simplified explanation of the “GM Retirement 
Program for Salaried Employees” as revised to September 1, 1958. It contains 
information applicable only to employees who retire on or after that date and 
omits information regarding certain past service and special credit benefits 
under the contributory part of the program. The “Outline” of the “General 
Motors Retirement Program for Salaried Employees,” which contains the de- 
tailed governing language of the program, is available in a separate bookelt. 


LOOKING FORWARD TO YOUR HAPPY RETIREMENT 


Retirement can be wonderful—if you have planned for it. 

We all like to look forward to the day when our time will be our own—when 
we can enjoy some of the things we never had time to do during our working 
years. When that day comes, we want to be self-supporting so that we can live 
in comfort and with peace of mind. 

Your GM retirement program provides a regular income which, along with 
your own savings and social security, can help you reach that goal. 

This booklet describes the program and provides information which will help 
you estimate what your monthly benefits will be when you retire. This will help 
you in planning your future. And the sooner you begin to plan and prepare, the 
better chance you will have to build for yourself a meaningful and happy life 
in retirement. 

Perhaps equally important, the pleasure of planning for the future can make 
your working years more enjoyable and satisfying. For you will find yourself 
making steady progress toward your goal. 

You will have something good to look forward to. 

After you have retired imagine the time when you will be able to “take it 
easy” at last, have more time to relax, be more active in community affairs, 
have fun with your hobbies, see the country, or get at some of the many other 
things you've always wanted to do. 

Whatever you have in mind, one thing is certain: It will take money. Let’s 
see how the GM retirement program works, and how it can help you build a 
solid financial foundation for your years of retirement. 





® The effective date of this provision is September 1955. 
10 At some locations in-hospital medical coverage is also included. 
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THE GM RETIREMENT PROGRAM HAS TWO PARTS 
Part 1 


Part 1 is noncontributory: GM pays the entire cost. It provides benefits for 
all employees who retire under the program, including those who retire because 
of total and permanent disability. 

Part 2 

-art 2 is contributory. It offers additional retirement benefits for employees 
-arning a base salary of $250 or more a month. Over the years, GM will more 
than match your contributions. 

Benefits under part 1 and part 2 are in addition to Federal social security 
benefits. 

RETIREMENT AGE 


Retirement at 65 is automatic for everyone who, at that age, is getting a base 
salary of $250 or more a month and has received such a salary for at least 5 
years. 

The automatic retirement age for all other employees is 68. 

No employee can work beyond his automatic retirement age except at the 
request of the company. Any employment beyond that age will not count toward 
your retirement benefits, nor will benefits begin until actual retirement. 


A FEW EXAMPLES 


Suppose you were hired at age 29, commenced contributing when you first 
became eligible, at age 30, and contributed for 35 years until retirement at 65. 
The following table shows at a glance what your monthly benefits would be, 
assuming various base salaries. In each of these examples, it is assumed that 
you would be eligible to receive the maximum primary social security benefit 
payable to employees retiring at the beginning of 1959. Your wife would be 
eligible for a supplementary social security benefit if she is at least 62 years of 
age. 


Examples of monthly benefits 





Average 
monthly 


Average monthly base salary for 35-year base salary, 


GM retire- 


Your pri- 
ment benefit 


mary social 


i 

| Total 

} monthly 
security | benefit 

















period last 10 years |(pts. 1 and 2) 
before retire- benefit ! 
ment 

| 
$400 | $500 $187 $116 $303 
$500 | 700 282 116 | 398 
POs occic ee 900 404 116 | 520 

| 


1For employees retiring in the future, the maximum will eventually increase to $127 a 
month under the current Social Security Act. 


All social security information is based upon the amended Social Security Act in effect 
at the time of publication of this booklet. 


PART 1. NONCONTRIBUTORY RETIREMENT BENEFITS 


You are entitled to benefits upon retirement at 60 or over with at least 10 
years of credited service. 


How much? 


Let’s assume that you retire at 65. Your monthly benefit is equal to six-tenths 
of 1 percent of your average monthly base salary for the last 10 years before 
retirement, times your years of credited service.’ 

Credited service is the length of time used in determining your retirement 
benefits. Here is how it is figured: 

Credited service before October 1, 1950, includes all the time you have worked 
for GM, provided you have never been away from work for as long as 2 years at 
any one time. Certain periods of employment prior to an absence of 2 years or 
more also count, as explained in the “Outline.” In addition, some periods of 


1To get full pt. 1 benefits you must contribute under pt. 2, while eligible. In any case, 
however, you will receive the minimum monthly pt. 1 benefit described on p. 10. 
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absence will be counted, such as those covered by approved military or war serv- 
ice leaves following a period of credited service. 

Credited service after October 1, 1950, includes all periods of employment and 
temporary absence for which you are paid, plus all periods of leave of absence 
during which you are disabled and draw workmen’s compensation, plus all 
periods of absence under a GM approved military or war service leave pro- 
vided you later rejoin General Motors in accordance with the terms of that 
leave. 

There is no limit on the number of years of credited service which may be 
used in figuring your retirement benefit under part 1. 

An employee will lose all credited service if: 

1. Any layoff or leave of absence—except military or war service leave or 
disability leave during which he receives workmen’s compensation—lasts 
longer than a year and exceeds his previous credited service, or 

(2) He quits, is discharged for cause, or is paid a separation allowance 
because he declines the offer of another job with GM, or 

(3) He fails to report for work in accordance with the terms of his mili- 
tary, war service leave or disability leave of absence during which he receives 
workmen's compensation. 

Reinstaling credited service 

An employe who loses his credited service on or after October 1, 1950, may 
have his credited service reinstated if he is reemployed by GM within 36 months 
following the last day he worked for GM prior to the loss of credited service. 


HOW TO ARRIVE AT YOUR AVERAGE MONTHLY BASE SALARY 


In figuring average monthly base salary for purposes of part 1, you consider 
only the last 120 months (10 years) before your employment ends. This usually 
results in a higher average monthly base salary than if the average for the 
entire period of employment were used. 

(Your base salary means the salary you receive for a normal workweek of 
not more than 40 hours. All other forms of compensation and any cost-of-living 
allowance are excluded.) 

To calculate your average monthly base salary, first add up your total base 
salary for the final 120 months of your employment. Then divide by 120. This 
will give your average monthly base salary. 

You can easily estimate your part 1 benefit using the form below. 

First, estimate your average monthly base salary for the final 120 months 
before you retire. Of course, you won't know what that will be until you retire. 
3ut, take a guess at it and entire your estimate on the first line of this form: 

Vinimum benefit provisions 

Under the minimum benefit provisions, your monthly retirement benefit from 
part 1 will in no event be less than the sum of $2.40 times your years of credited 
service accrued prior to 1958, $2.43 times your credited service during 1958 and 
$2.59 times your years of credited service accrued after 1958. 


A.vernne MRIS DAOG. BE aickcn iene enemnaneaomn eee 
Times G/i00ie: Of: A: PONE one ses he hhinkscd dies dat oe < 0. 006 
ANI isi) on Bho te kn deel ace beeeotpidintinnmanmenanta neritic pmariamtnmee | paelaeniels 


Then figure your credited service : 
CREICRE BEL VICS CU SEE A FONE ain lec ccin nb etetudecucieninas: waning 
ProSabie Tucare -Cremieee Cle Weis a eetiannees. wane 
"POCKET SORE OR CIO OE Ws ol he ei eine ert eka 


Multiplying by years of credited service gives your estimated monthly 
RCH EPC ate ee re i ila el aa tte ses igee cea dy 


1 This assumes you have contributed under pt. 2 while eligible. 


DEFERRED RETIREMENT BENEFITS 


If you should lose your credited service between age 40 and age 60, and if 
you have 10 or more years of credited service when you leave GM, you will 
still be eligible for benefits under pt. 1 at age 65. If you wish, you may elect 
to have your benefits start between ages 60 and 65 on a reduced basis. 
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Your benefit at age 65 will be six-tenths of 1 percent of your average monthly 
base salary (computed as described on p. 9) times your years of credited service 
between January 1 of the year you became 30 and the date you leave GM.’ 

You may make application for these benefits during the period beginning 60 
days before you become age 60 and ending with your 70th birthday. Benefits 
will commence only after an application is submitted. 

If you retire between 60 and 65 by mutual agreement satisfactory to you and to 
General Motors, your benefits will be determined just as though you had retired 
at 65 but based on your years of credited service at the time you retire. These 
benefits will start immediately and will not be reduced because of your early 
retirement. Moreover, you will receive an additional benefit until you become 
eligible for social security benefits or reach age 65, whichever is earlier. This 
additional benefit will be the sum of $2.40 times your years of credited service 
accrued prior to 1958, $2.43 times your credited service during 1958, and $2.50 
times your years of credited service accrued after 1958. 

You may be retired by General Motors any time between the ages of 60 and 65. 
In that case, you get the same benefits as though you had retired by mutual 
agreement. 

You can retire voluntarily any time after reaching age 60. In that case, 
benefits based on your years of credited service when you retire will start at 
age 65. However, if you wish, you may start drawing your benefits immediately 
after retirement in a reduced amount. 


DISABILITY RETIREMENT BENEFITS 


You qualify for these benefits, regardless of age, if: 
(1) You are totally and permanently disabled (except in military service), 
and 
(2) You have at least 15 years of credited service at the time disability 
retirement occurs. 

Your benefits will be determined just as though you had retired at 65, but 
based on your years of credited service at the time you retire. Moreover, you 
will receive an additional benefit which will be payable until you become eligible 
for social security benefits* or reach age 65, whichever is earlier. This ad- 
ditional benefit will be the sum of $2.40 times your years of credited service 
accrued prior to 1958, $2.43 times your credited service during 1958 and $2.50 
times your years of credited service accrued after 1958. 

During the first months of disability you will ordinarily receive an income from 
one or both of the following sources: 

(1) Sickness and accident benefits under the GM group insurance program. 
(2) Continued salary payments in accordance with General Motors policy. 

Disability retirement benefits under part 1 will begin as soon as any income 
from the above sources has ceased, but not earlier than that month which in- 
cludes the date on which you have been disabled for 6 months. 

Of course, if the disability ends, benefits will be discontinued. 

Disability retirement benefits are in addition to any total and permanent dis- 
ability payments received through the General Motors group insurance program. 


WORKMEN'S COMPENSATION OR GOVERNMENT DISABILITY BENEFITS 


If you get workmen’s compensation or disability benefits (other than social 
security and certain statutory benefits) under any government program, these 
may be deducted from your retirement benefits unless prohibited by law. 
However, they will be deducted only to the extent that they were provided 
at GM’s expense, through taxes, premiums or other payments. Also, the follow- 
ing workmen’s compensation payments will not be deducted from your retirement 
benefits: any payments specifically allocated for hospitalization or medical ex- 
pense, payments for loss, or 100 percent loss of use, of any bodily member, 
(hand, foot, etc.), payments for loss of industrial vision, or redemption awards 
payable prior to the date retirement benefits become payable. 

If you leave GM and do not qualify for deferred retirement benefits, or if 
you die before benefits become payable, you receive no benefits under part 1. If 


2 This assumes you have contributed under pt. 2 while eligible. 

*You should apply for social security benefits when you are within 3 months of the 
age necessary to qualify for them. For retirement program purposes, you will be 
assumed to be eligible for social security benefits on the basis of age alone unless you can 
provide satisfactory proof that you are not eligible for such benefits. 
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you have retired and are receiving benefits under the program, part 1 benefit 
payments ceaase upon your death. 

To get full benefits under part 1 you must contribute under part 2 while eligi- 
ble to do so, and must not have withdrawn your contributions.‘ 

However, if you do not contribute under part 2 while eligible, or if you with- 
draw your contributions, you will still get, under part 1, benefits equal to at 
least the sum of $2.40 times your years of credited service accrued prior to 
1958, $2.43 times your credited service during 1958, and $2.50 times your years 
of credited service accrued after 1958. If you retire prior to age 65 by mutual 
agreement or because of total and permanent disability, you will receive an 
additional monthly benefit until you become eligible for social security benefits 
or reach age 65, as explained on pages 13 and 15. 


PART 2. CONTRIBUTORY RETIREMENT BENEFITS 


Part 2 offers additional retirement benefits for employees earning a base 
salary of $250 or more a month who retire at or after age 60. You contribute 
toward these additional benefits, and so does GM, 


A wonderful opportunity 


When you retire, the income from part 2 alone will be more than twice as 
much as you could expect to receive if you used your contributions to buy an 
annuity directly from an insurance company. So, you can see that this part of 
the program gives you a wonderful opportunity to save money and get an ex- 
cellent return. 

If you live for 10 years after you retire at age 65, you will get back from 
part 2 three times as much as you contributed. If you live for 15 years, you 
will get back 4%4 times as much. 

Even if you leave GM or die before retirement, you or your beneficiary will at 
least get your money back plus inteerst. You can’t lose. 

Part 2 benefits are figured on the total amount you contribute. 

When you retire at age 65, you will receive a monthly benefit equal to 21%4 
percent of your total contributions. 

For example, suppose that you contributed a total of $4,000. On retiring 
at age 65 your part 2 benefits would be: $4,000 times 21%4 percent equals $100 
amonth. You would receive $100 a month as long as you live. 

This means that each year you get back 30 percent of everything you have 
paid in. Thus you get back your entire contributions in the first 34% years. 
From then on, everything you receive is a clear gain. And remember, at age 
65 the average life expectancy is about 15 years for men, even longer for 
women. 

When you retire you are guaranteed an income for life. Your retirement 
benefit checks will continue as long as you live. 

If you should die after retirement but before you have received 50 monthly 
payments, or 125 percent of your total contributions, whichever is greater, the 
remainder would be paid to your designated beneficiary. 

Minimum benefit under part 2 is $20 a month. Part 2 benefits for most em- 
ployees will be considerably higher than the minimum. But no employee who 
has accrued benefits under part 2 will receive less than $20 a month, provided: 

(1) At retirement he is receiving a base salary of $250 or more a month 
and has received such a salary for at least 5 years, and 
(2) He has contributed whenever he was eligible to do so, and 
(3) He does not retire voluntarily before age 65. 


YOUR CONTRIBUTIONS 


You may start contributing as soon as you meet all of the following conditions: 
You are between ages 30 and 60; you have at least 1 year of continuous service; 
and you have a base salary of $250 or more a month. 

The maximum period during which you contribute is 35 years, between ages 
30 and 65. 

Your contributions amounts to 5 percent of your monthly base salary in excess 
of $250. 


*Except while on a layoff which does not result in loss of credited service for the 
preceding period. 


43350—60—-pt. 8-24 
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In other words, if your monthly base salary is $550, you would figure your 
contribution this way: 


Monthly base salary 
Minus 


Monthly base salary over $250 
Times 5 percent 


Monthly contribution 
Your contribution will be deducted from your pay each month. 
If 5 percent of your base salary over $250 a month is less than the minimum 
contribution shown below, you pay the minimum instead. This will enable you 
to build up greater benefits. 


MINIMUM LEVEL OF CONTRIBUTIONS 


The minimum contribution varies according to the age at which you first 
contribute: 





; 1 
|} Minimum | Minimum 
Age at data of first contribution monthly con- || Age at date of first contribution monthly econ- 
tribution |} tribution 


$3. 33 || 
3. 44 || 
| 3. 57 | 
3. aa cco bahinbince x 
3 || 45 and over__-. 
4. 00 || 





During temporary absence at full salary, your monthly contributions will be 
deducted as usual. 

If you are temporarily absent at a reduced salary you do not have to con- 
tribute. If you wish, you may continue to contribute but on the basis of the 
reduced salary. 

If you are temporarily absent without salary, you cannot contribute during 
that period. However, if you rejoin General Motors after being absent under 
a GM-approved military or war service leave, you may be permitted to make up 
your contributions for the period during which you were away. 

If you are laid off, you may leave your contributions in the program. If you 
are rehired within 1 year, you may start contributing again at that time. If 
you are not rehired within 1 year, you will be considered as retired or separated 
from service for purposes of part 2. 

If you find it necessary, you may withdraw your contributions plus interest 
while on layoff. In that case, if you are rehired within 1 year and resume con- 
tributing immediately, you have the right, within a limited time, to return the 
amount you withdrew and reinstate your benefits. 

First add up your contributions— 


Your estimate of benefit from part 2 


Future contributions: 
Estimated future average monthly salary in excess of $250 on which 
you will contribute 
Multiply by 5 percent 
Squals 


Times 12 


Times number of years from now to age 65 
Gives estimated future contributions 
Plus contributions to date 


Total estimated contributions at retirement 
Then multpily by 244 percent. 


Your estimated monthly benefit from part 2 
1Not less than “Minimum Monthly Contribution” shown in the schedule on p. 22. 





THE AGED AND THE AGING IN THE UNITED STATES 2371 


If you leave G Mat age 60 or over for any reason other than death, your sepa- 
ration is considered a retirement under the program. 

If you retire by mutual agreement satisfactory to you and General Motors, 
between ages 60 and 65, your part 2 benefits will begin immediately without 
reduction for early retirement. 

This is also true if you are retired between ages 60 and 65 by General Motors. 

If you retire voluntarily between ages 60 and 65 your part 2 benefits will be- 
gin at age 65. Or you may have your benefits begin as soon as you retire, on a 
reduced basis. 

If you leave GM before age 60: 

(1.) You can withdraw your contributions plus interest; or 
(2.) You may leave your contributions in part 2. 

In the latter case, if you have contributed for less than 5 years, you will 
receive retirement benefits based only on your own contributions. 

If you have contributed for at least 5 years, you will be entitled to benefits 
based on your own and GM’s contributions. 

These benefits will begin at age 65; or between ages 60 and 65 on a reduced 
basis. However, anyone receiving total and permanent disability benefits 
under part 1 will receive his part 2 benefits starting at age 60 without reduction. 

If you die before retirement your contributions plus interest will be paid to 
your designated beneficiary. 


Optional payment to dependent 


You may, if you wish, choose to receive a reduced amount of benefits under 
part 2 starting at age 65, all or part of which will continue to be paid, after 
your death, to your wife or other designated beneficiary. Further information 
on this option will be furnished on request. 


Three insurance companies 


Your contributions and GM’s contributions under part 2 are turned over to 
three insurance companies—the Metropolitan Life Insurance Co., the Aetna Life 
Insurance Co., and the Prudential Insurance Co. of America—under a group 
contract. They will pay the retirement benefits purchased by these contribu- 
tions. You will receive a certificate issued by the insurance companies outlining 
your benefits under the contract. 

GM reserves the right to amend, modify, suspend or terminate the program, in 
whole or in part, at any time. 

Naturally, GM expects to continue the program, and hopes it will make a 
real contribution to your future happiness. 


YOUR SOCIAL SECURITY BENEFITS 


(All social security information is based upon the amended Social Security 
Act in effect at the time of publication of this booklet.) 

You and GM contribute equally to the cost of social security benefits. Your 
share of the cost is deducted from your pay. GM adds a like amount of its 
own, and turns the money over to the Federal Government. 

Monthly social security benefits begin : 

For men employees upon retirement at age 65 or over. 

For women employees upon retirement at age 65, except that they may 
retire between ages 62 and 65 and accept social security benefits on a per- 
manently reduced basis. (For example, a 20 percent reduction if benefits 
start at age 62.) 

For the wife (or dependent husband) of a retired employee—at age 65, 
except that she may elect to start receiving benefits between ages 62 and 65 
on a permanently reduced basis. (For example, a 25 percent reduction if 
benefits start at age 62.) 

For totally and permanently disabled employees (who meet certain re- 
quirements )—between ages 50 and 65. 


Amount of social security benefit 


The amount of your monthly benefit depends upon your average monthly 
salary since January 1, 1951, on which you and your employer have paid social 
security taxes. Starting with 1959, these taxes are paid on earnings up to $4,800 
a year. Social security taxes were paid on earnings up to $4,200 a year for the 
years 1955 through 1958 and up to $3,600 for the years 1951 through 1954. 
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The social security law provides a formula for determining your average 
monthly earnings upon which your benefits will be based. You can apply this 
formula to your own situation by following these steps: 

Step 1.—List your annual earnings on which you and General Motors made 
social security contributions from January 1, 1951, to the year in which you 
become eligible for social security benefits. 

Step 2.—Drop out the 5 years of lowest earnings in step 1. 

Step 3.—Divide the remaining taxable salary by the number of months in 
which it was earned. This gives you the average monthly salary on which your 
monthly social security benefit will be based. 

Your primary social security benefit when you retire at age 65 or over (age 
62 or over for women), or after age 50 but before age 65 if totally and perma- 
nently disabled, is based upon your average monthly salary. The table on the 
following page may help you to estimate your monthly social security benefit 
and that of your wife. 

If you have any questions about your social security benefits, consult your 
local social security office. 


Table of social security benefits 


Average monthly salary for social monthly 


Your Your wife’s monthly benefit,’ if claimed at— 
security purposes benefit 


116. 00 
* 121.00 5. ; 
$400 AER RET 127.00 | 0 53. 00 


1 If your wife is eligible for a primary social security benefit based on her own salary record, she gets either 
her own benefit or her benefit as your wife, w hichever is greater. 


The following table applies to women employees: 


Monthly benefit for women employees, if claimed at— 

Average monthly salary for social security 
purposes | | | 

| Age63 | Age64 | Age 65 
| 





$82. 40 | $88. 70 
85. 80 92. 40 
89. 30 | 96. 20 


93. 60 
97.10 
100. 60 
104. 90 
110. 10 


100. 80 

104. 60 112. 00 
108. 30 116. 00 
113. 00 121. 00 
118. 60 127. 00 


zzesses. 


Note.—For an employee retired at the beginning of 1959, the maximum monthly salary for social security 
purposes is $350. 


Now add up your own estimated retirement income: 


Monthly part 1 benefit (from p. 11) 
Monthly part 2 benefit (from p. 25) 
Primary social security benefit 
Wife’s social security benefit 


Total monthly retirement income 


2 plus social security, can provide a 
tidy retirement income. 
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THE Detroit Epson Co., 
Detroit, Mich., December 30, 1959. 
Mr. SIDNEY SPECTOR, 


Staff Director, Subcommittee on Problems of the Aged and Aging, U.S. Senate, 
Washington, D.C. 


Dear Mr. Spector: As a vice president of the Detroit Edison Co. having general 
responsibility for the company’s relations with its 10,000 active employees and 
about 1,300 retired employees, I am pleased to have the opportunity to set forth 
our ideas with respect to the problems of the aged and aging. We recognize 
these problems as being some of the most critical social matters of the present 
day. 

A brief background of Detroit Edison’s attitude toward retirement may be 
helpful in establishing how we feel about these problems. Our eompany began 
business in a small way in 1903 providing electric service to downtown Detroit. 
Since then we have developed into a company of about 10,000 employees serving 
customers in an area of 7,600 square miles in southeastern Michigan. 

In 19383 we began to recognize a problem of superannuation. Although we 
attempted to adjust the work of employees with physical or health limitations 
to their capabilities, this was not always possible or feasible from either the 
individual’s viewpoint or the company’s. We, therefore, established an informal 
retirement program which provided retirement income based on length of 
service and earnings. Superimposed upon this formula was a variable in the 
retirement allowance which took into account the needs of the individual. Be- 
cause of the variable of “need,” we periodically reviewed our retirees’ circum- 
stances by personal visits and adjusted the amount of the allowance occasionally 
as the circumstances indicated. There was no guarantee of retirement allowance 
beginning or continuing and no assurance as to amount or time of eligibility. 

Through such activities there has always been an endeavor on the part of the 
company to create a realization by each employee of his responsibility to plan for 
the advanced years of his life. Our experiences as explained later have been 
most encouraging. 

We realized that our employees wanted more reliability about retirement 
allowances and greater assurance of financial security. With enactment of the 
Social Security Act in 1986 we had greater employee interest in a pension plan. 
Therefore, in 1943 we put a retirement plan into effect which was based on 
length of service and earnings and was noncontributory on the part of the 
employee. It made retirement at actuarially reduced rates available as early 
as age 45 with not less than 15 years service and retirement became mandatory 
at age 65. This is essentially the plan today although there have been some 
upward revisions in the benefits. 

Our retirees continue to participate in our group life insurance and hospital 
insurance programs. We still maintain contacts with our retirees either by 
correspondence or, in the majority of cases, by personal visits to those who 
continue to live in our service area. From this close association we are able 
to gain a fairly accurate picture of the attitudes and conditions of our retirees. 

We know that these retirees, with very few exceptions, are able to enjoy 
adequate financial independence from (1) social security, (2) company pensions, 
and (3) their own accumulated resources. In many instances the third source 
is more important than either of the other two. The few who have been 
inyprovident or unfortunate in their years before 65 and have no personal re- 
sources are able to supplement the third source by other employment or other 
means such as family assistance. The real point of this observation is that the 
people of this country given a minimum of socialized financial preparation for 
their retirement years will do a pretty good job of taking care of themselves 
under the free society their forebears fought for, and they will accept the 
responsibility of the freedom they inherited. If we continue to prop them up 
with socialized legislation, then we are undermining the real strength of our 
heritage. 

In these United States there is little real reason for hunger and privation 
for those who have worked in their younger years and have made an honest 
effort to be self-reliant individuals in preparation for their older years. We 
all should share in the care and support of those who have been unfortunate. 
To this end legislation which implements our individual responsibility for our 
fellowman is desirable and necessary. This is a matter primarily of local 
community concern. 
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I submit that too much Federal legislation in support of a “cradle-to-the-grave” 
economy is dangerous. It removes the incentive for the rugged individualism 
that has characterized the people of this Nation. The part I believe the Federal 
Government should play in the “problem of the aged and aging” is to create 
early in their lives an awareness in the individual citizens of their need, and 
responsibility to themselves, of self-preparation. This is a long-range goal for 
educators and community leaders. The complexity of our present way of life 
has advanced rapidly and some have been caught unprepared. Our duty to the 
people of this country is to bring about greater understanding of how this 
affects the individual and what he can and should do about it. 

Sincerely, 
S. F. Leany, Vice President. 


WorkK POTENTIALS OF PATIENTS AGED FoRTY-FIVE AND OVER IN COUNTY MEDICAL 
CARE FACILITIES 


Wilma Donahue 


The research-demonstration I am to discuss is particularly appropriate to the 
conference theme—‘Broadening the Concepts of Rehabilitation’—because it 
deals with a group of people whose special needs are unlikely to be met without 
modification of current concepts and action programs. I will report on that part 
of the study which deals with a group of patients in a county hospital, 45 percent 
of whom are 75 years of age or over, and 65 percent 65 years or more old, an age 
group seldom considered to be a target for vocational rehabilitation. 

In this brief report of a complex 3-year project, supported by an OVR 
research grant and now in midstream, it is necessary to select for discussion 
only the phases of the study especially pertinent to the conference. I will, there- 
fore, restrict the report to (a) the overall purpose of the study, (0b) procedure, 
(c) the major characteristics of the population, (d) participation in the rehabili- 
tation program, and (e) some of the outcomes. Finally, I will illustrate with a 
few case studies and suggest some problems needing consideration and solution. 


PURPOSE OF THE PROJECT 


The general objective of the study is the demonstration and measurement of 
the extent to which financial, personal, and social dependency of patients aged 45 
and over in county medical care facilities can be reduced by the rehabilitation of 
their functional abilities and by retraining and utilization of their vocational 
skills for use within the hospital setting or in the community. 


PROCEDURE 


To satisfy the research designs for the study, three institutions, in as many 
counties, were selected which matched one another in such characteristics as 
size of hospital; cost of care per patient day; number and professional skills of 
staff; administrative policies ; and the number, sex, age, physical status, and type 
of disability represented in the patient census. 

Initially, two of the three hospitals are serving as experimental units, and 
the third is being used as a control. The third will also become an experimental 
unit after it is no longer needed as a control for the other two; thus it will 
become a control for itself. The present discussion will be limited largely to only 
one of the three hospitals—Jackson County. 

The first phase of the study was to make an assessment in all three hospitals 
of the physical, functional, psychosocial, and vocational status and potential of 
the patients aged 45 and over by means of objective tests, interviews, and medical 
examinations. The same type assessment in all three hospitals is being repeated 
at the close of the rehabilitation and control periods, thus providing “before” 
and “after” data for comparative study. 

The second phase of the project was the institution of an intensive rehabili- 
tation program in the experimental hospitals. The medical team offered treat- 
ment to restore physical independence and to reduce disabilities interfering with 
work performance; and the vocational rehabilitation staff introduced an exten- 
sive activities program designed to improve personal adjustment and work atti- 
tudes, tolerance, and skills. Components of the activities program included a 
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sheltered workship within the institution, a craft program offering training in 
skills needed to produce saleable products, and a social-recreational program to 
improve communication and social interaction. The work-training programs and 
the physical restoration programs were correlated to insure the setting of realistic 
vocational goals and the maximum development of residual potentials. 

The third phase, briefly, will be a comparison of the “before” and “after” 
measures from the control and experimental populations to determine whether 
the procedures employed in the experimental hospitals brought about greater 
improvement and change in patient status and vocational occupation than took 
place in the control hospital where no such program was in effect. 


CHARACTERISTICS OF THE POPULATION 


A statement of a few of the characteristics of the study population will give 
an indication of the degree of financial, social, and physical deprivation the 
patients represent. 

There are 40 persons (27 males and 13 females) in the Jackson study popula- 
tion. Of these 40, only 4—10 percent—were still married. Thus, 90 percent 
had no immediate family. About 40 percent had living children, but few of 
these had any contact with or concern for the parent in the hospital. Educa- 
tionally, most had fewer than eight grades of schooling and vocationally most 
had been employed in lower level occupations. Forty-five percent of the group 
had already been in the hospital from 2 to 5 years. 

The impairment of physical and mental health of the patients at the time of 
the first assessment was of such magnitude as to interfere significantly with 
the work performance of many members of the group. For example, muscular- 
skeletal diseases and impairment affected eight persons, and nine suffered handi- 
capping sensory losses (six visual and four auditory). The most frequent diag- 
nostic category represented was that of neurological disorder with 30 out of 
the 40 patients falling in this group. Eighteen of the 30 had demonstrable 
signs of chronic brain syndrome, and 13 of them had some form of hemiparesis. 

On the basis of functional examinations, 70 percent (28) were rated as 
independent in the activities of daily living; the other 30 percent (12) were 
dependent, in part or wholly, on the help of attendants in caring for their per- 
sonal needs. Two persons were completely dependent in mobility. Six were 
confined to wheelchairs. Of importance to vocational retraining was the num- 
ber of patients with severe impairments of upper extremities—24 had loss of 
efficiency in the use of 1 or both upper extremities, and 7 of these had dis- 
abilities so severe as to render the extremity, at best, no better than a gross 
helping agent. 

Each patient was given a predictive rating of his rehabilitation potential based 
on his physical status, functional efficiency, and psychosocial data. According 
to this predictive rating, 37 (92 percent) of the patients were considered sus- 
ceptible of some improvement, although none were expected to attain complete 
independence. Of the other three, two were candidates for immediate discharge, 
the other for transfer to another type hospital. A somewhat larger proportion 
of the older patients were expected to achieve early dismissal from the hospital 
than those of the younger ones. All patients were considered eligible candi- 
dates for vocational retraining: although the vocational goals were necessarily 
limited, because complete restoration of function was not considered possible 
and because the advanced age of many made unrealistic their participation in 
competitive employment. 


PARTICIPATION IN REHABILITATION PROGRAM 


Working in cooperation with the medical and nursing staff, the vocational 
rehabilitation team initiated the activities program which was open to all 
patients, although each person was urged to select the activities preferred and 
to determine the extent of his or her participation. 

Altogether, 73 craft-training sessions, 111 sheltered workshop sessions, and 
18 social events were offered making a total of 202 participation opportunities 
during the study period. This does not mean that the patients had equal 
opportunity in the beginning to take part, because some had to await improve- 
ment in their physical condition, building of adaptive equipment, and expansion 
of craft and work opportunities. Thirty-two out of the 40 patients took part 
in the craft-training programs, 32 (although not the identical 32) took part in 
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the sheltered workshop, and all 40 took some part in the social-recreational 
program. There was a striking difference in the amount of participation be- 
tween women and men. Out of the 138 women in the study group, 8 took part 
in 50 percent or more of the activities periods, but only 6 out of the 27 men 
participated to that extent. 

The sheltered workshop jobs were provided through contracts with four com- 
panies. The same payment for work done was obtained as would have been 
made by the industry if its own employees had done the work. On the basis of 
examinations and performance of patients in sample tasks, the jobs were broken 
down into units which could be handled by patients with various disabilities. 

In the craft-training program, instruction was provided in 14 different crafts. 
A standard of saleability of products was used as the measure of when a skill 
was satisfactorily learned. It was anticipated that the learning of new skills 
by the physically and mentally handicapped elderly patients would present con- 
siderable difficulty. However, all 32 patients, including 7 hemiparetics and 
9 with chronic brain syndrome, learned 1 or more skills sufficiently well to 
produce saleable items. 

The social-recreational program was designed to provide training and ex- 
perience in resocialization to help consolidate the gains derived from their 
physical and vocational rehabilitation. Only activities in which all patients 
found an active role regardless of the nature or extent of handicap and which 
promoted group interaction were selected. A friendly visiting program, using 
volunteers from the community, provided the intimacy of person to person friend- 
ship. 

SOME OUTCOMES 


Complete results of the 6-months rehabilitation program are not yet available; 
because the third phase of the project, which includes the placement of patients 
deemed to be eligible for discharge, is not yet complete. Some outcomes, how- 
ever, can be reported now. 


1. Personal adjustment of patients 


At the beginning of the study, the common hospital pattern of frustrated idle 
ness, close proximity in living quarters, lack of opportunity to achieve recogni- 
tion or status within the hospital was causing many expressions of hostility and 
overt aggression among the patients or leading to withdrawal and isolationism. 
During the course of the program, however, the bickering, quarreling, and bodily 
attacks upon one another decreased; cooperation with the staff improved 
markedly and demands upon the nurses were reduced. In terms of dynamic 
psychology, the ego of the patients was strengthened and the superego reacti- 
vated in many instances. 

“patient improvement index,” computed from ratings made by six day 
nurses who knew the paitents best, showed that with the exception of one 
patient, all members of the study group improved in one or more of the categories 
rated. The women patients showed higher average improvement scores than did 
the men. For both males and females, higher improvement scores were recorded 
in psychological behavior (morale, sociability, cooperativeness, participation in 
the hospital life) than in activities more directly related to health (appetite, com- 
plaints about health, demands for medical care). Both men and women im- 
proved their levels of self-care and personal appearance, and to about the same 
degree. 

In order to measure changes in social interaction among the patients and social 
structure of the group. a sociometric technique was employed. At the time of 
the first assessment and again at the final one, patients were asked the follow- 
ing questions: 

1. With whom do you like to visit most? 

2. At whom do you get the maddest? 

A sociogram was constructed on the basis of the replies which show that 
initially there was practically no social interaction among the patients. Out of 
the 29 patients included in this test, only 6 were chosen as liked by anyone, and 
only one of these was chosen by as many as 2 persons. At the end of the experi- 
mental period, 12 people were chosen as liked by someone, and 5 were chosen by 
two or more people. Four persons made reciprocal choices where no such choices 
were made initially. Among the men, a star emerged (No.4). At the outset of 
the study he had been a complete isolate, chosen by no one and choosing no one. 
At the clcse he was selected by 4 people, and together with a second patient 
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(No. 3) who was chosen 8 times, a group of 7 men was turned into a socially in- 
teracting constellation. There can be little question but that under the influence 
of the program, the development of some mutual goals, the opportunity to take 
part in meaningful occupations that personal status was enhanced and there was 
set in motion the social maturation of the group. The fact that more antipathies 
were expressed at the time of the second sociometric testing than at the adminis- 
tration of the first test, is in itself evidence of the awakening of interest in others 
and a rejection of persons who interfered with the attainment of the goals es- 
tablished by the group. 


2. Work and craft-training programs 


The results of retraining programs are to be understood not only in terms of 
work done and money earned, but also in terms of the therapeutic effects upon 
human beings who are so severely disabled that they have given up hope of ever 
again earning or, more importantly, of being rated as useful individuals. 

(a) Sheltered workshop.—tThe 32 patients who worked in the sheltered work- 
shop earned $451 during a 5-month period. Out of this sum the patients were 
paid and equipment and supplies were purchased. 

A unique outcome of the workshop program was that it afforded opportunity 
to utilize the patients previously considered too confused and too senile to take 
part in activities of any kind. The task at which they were most proficient was 
the simple repetitive one of sanding the rough burrs off the ends of wooden 
dowels. The socialization afforded by this group experience helped to convert 
depressed hopelessness into new aspirations, to achieve a level of self-mainte- 
nance and independence, and even to bring speech to the speechless. 

In general, it can be concluded that people of advanced age with numerous 
serious physical and mental limitations can benefit in many ways—materially 
and psychologically—from participation in sheltered workshop activities. And, 
it is suspected that the gains are enhanced when the work is carried out as a 
group project. 

(b) Craft-training program.—No patient who took part in the craft-training 
failed to learn a skill well enough to produce a product which had sales value, 
and no patient failed to sell some of the articles made. In a single afternoon at 
a craft fair, a total of $203 was taken in. In addition, individual sales of prod- 
ucts were permitted so that total earnings for the 5-month period were consider- 
ably higher. Two of the patients developed their crafts to the point where local 
stores are buying their products outright. 

Participation in the craft training had the same therapeutic effects as provided 
by the sheltered work program, and it had the added advantage of helping the 
patients to find ways of employing their time meaningfully outside the regular 
craft instruction period. 


8. Physical status and physical independence 


The health status and functional efficiency of a significant proportion of the 
patients have improved. Two patients out of the 40 died and 1 was transferred 
to a nursing home during the course of the project; but of the remaining 37, the 
medical research team report that all have achieved their potential level of 
functional efficiency and independence. As already mentioned, one-fourth of the 
group (9 patients) need continuing care in the hospital, the other three-fourths 
(28) are considered able to manage in some other type of setting. Thus, hos- 
pital beds are freed for occupancy by other disabled persons who could in turn he 
helped to achieve higher levels of self-maintenance and greater independence. 

Specifically, 20 patients in the study group were judged at the time of the first 
functional examination to be in need of some form of physical rehabilitation. 
Treatment resulted in the restoration of 5 of the 20 to complete independence ; 
7 were made partially independent; 3 who were essentially independent but had 
some mild restricting conditions were improved. Five refused to accept treat- 
ment, and at the time of the second assessment were no better and in some 
instances worse than when first examined. 

Right patients were in need of ambulation, three of these achieved complete 
independence, two were able to walk with a little assistance, the other three 
showed no change (table I). Six patients needed training in dressing, two of 
these became completely independent in dressing, three more improved so that 
only a small amount of assistance was required, one did not improve. In per- 
sonal hygiene, 10 out of 11 improved, and 5 of these were able to care for all their 
hygienic needs. Two of the six patients who needed training in eating skills 
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became completely independent, and two partially improved; the other two 
continued unable to feed themselves. 


TABLE I 


Number Number Number 
Mobility and self-care categories in need | completely! partially 
restored restored 





Ambulation 


utd. abe eu ceiuinaculugs Reg eae eet tg ede 8 3 2 
‘Transfer . dnalcwnkipataueddbeee iccipdakaiehiaeaichoameae 6 1 5 
Elevation.___......-- ESE Pe ete ae OT ee ee ee Ts Fe 8 1 1 
NN a a a a ee ee ie eee 6 2 3 
ED oo coma ne sn eer re ee RE ee Fete dea 11 5 5 
PN eee oS cdo ntatin sd cdutadstt shaceboeledebeketecsccaet | 6 2 2 


4. Discharge and placement plans 


Because not all patients achieved the same degree of physical independence, a 
variety of placements and goals have been planned for the 28 of them deemed 
feasible for discharge. In general, the plans can be classified according to the 
degree of supervision and daily assistance required by the patient. 

Currently, 12 patients have already been discharged, 16 others are waiting the 
development of proper placements. Following is the classification of the 28 
patients according to the four categories of placement plans: 


Number 

Tupe of placement of patients 

Own home or independent quarters (already discharged) -__-__-_-__---_-- T 
Boarding home offering meals and housekeeping (4 already placed) __-----~- 5 
Foster homes which provide family type supervision and care_____-------- > 
Nursing homes which offer service to maintain personal independence_____-~- 7 
Nursing homes where good nursing care for stabilized patients is available___ 4 
Toba. (32: o€ total alreear Oigeed ) én fcccaccuicecnsttiadtmcctemain 28 


The very success of the efforts to rehabilitate the patients physically and 
psychologically to the point where they can live more economically outside the 
hospital setting has created a difficult problem of placement. The patient’s 
lack of family and financial resources, their advanced ages, their chronic 
illnesses and permanent residual disabilities, their mental confusion and intel- 
lectual deficiency, all these limit their ability to move into a completely inde- 
pendent status. We are, therefore, confronted by a group of people who do not 
need to utilize expensive hospital space and care but who, at the same time, are 
not able to live without some assistance and/or supervision. To make the 
situation more critical, when their health returns and patients learn that they 
can take part in activities, can earn a little money, and can enjoy life again, 
the desire to live outside the hospital and to take the highest possible degree of 
responsibility for themselves becomes clearly manifest. 

It is at this point, however, where society has yet to broaden its concepts and 
to take action that will provide the climate in which the chronically ill and 
disabled, especially the elderly, will find available the resources and opportuni- 
ties to meet their special needs. It is a rare community indeed that has devel- 
oped and integrated a constellation of medical care and rehabilitation services 
that insures each chronically ill and disabled person the kind of dynamic care 
he needs to restore and maintain his potential to the highest degree of inde 
pendence of which he is capable. 

Few communities in the United States have as yet built the kinds of housing 
or developed the types of special living arrangements in which elderly persons 
who need only a minimum of supervision can find it. Likewise still almost 
nonexistent are community services which would bring to the elderly living in 
their own homes or in other noninstitutional settings the professional skills of 
physical and occupational therapists, and visiting nurses, or other health-foster- 
ing services, such as, homemaking, shopping, Visiting, etc. 

It is, also, still a rare instance in which special work programs for elderly 
people are provided in the community; and, except in demonstration programs 
such as the one I have been describing, sheltered workshops are unused for 
therapeutic purposes. Likewise, homebound vocational programs are limited 
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and, like other prevailing rehabilitation programs, are directed largely toward 
making younger and middle-aged adults self-supporting. 

A further limitation of our rehabilitation homebound programs is that usually 
the client is given supervision and direction only so long as he is learning a craft, 
yet among the elderly, who are not completely independent and who are often 
without family assistance, help in buying materials, servicing equipment, and 
marketing products is essential to the continued productive occupation of their 
time. 

Local offices of vocational rehabilitation and field agents might consider the 
organization of rehabilitation auxiliaries among community volunteers who could 
be trained to supply the needed continuing oversight and assistance; thus there 
would be required no more than an occasional visit from the professional rehabil- 
itation worker. 

With reference to our research-demonstration in Jackson County, we find that 
the almost total lack of community programs for the elderly, the paucity of 
special living arrangements, the failure of current service programs including 
vocational rehabilitation to reach the essentially homebound elderly people is 
creating for us a very real dilemma. 

We are confronted with discharging patients from a stimulating varying 
environment where every effort has been expended to help them achieve and 
maintain personal independence to the type of situation which fostered their 
illness in the first place. The monotony of the four walls of the same room day 
after day; the failure to gain recognition from others; the lack of work or other 
types of occupation of time; and the absence of stimulation to maintain function 
are just as devastating after rehabilitaion as before it. 

Obviously, human happiness and the social welfare of the country requires 
the invention of new ways to assist the elderly ill and disabled to help themselves 
lead lives in which usefulness, happiness, and independence are essential 
ingredients. I believe that herein lies a major challenge and a new periphery 
of endeavor for vocational rehabilitation workers in league with communities 
and other professional personnel. 


REVISED STATEMENT OF W. D. KIMBLE, PoRTSMOUTH, OHIO 


I want to thank you, Senator McNamara, for the privilege and honor to 
testify in front of your Senate subcommittee here on problems of Aid for the 
Aging. The first thing I would like to request, Senator, is a Senate subcom- 
mittee investigation for the State of Ohio, due to our deplorable welfare de 
partment and other situations regarding the helpless and defenseless people 
of our State. I would like to give you briefly a few cases on conditions that 
are going on in Ohio. These names could be real or fiction. 

Take the Williams case, for instance. In August this lady had the mis- 
fortune to fall and fracture a hip and fracture a wrist. She was placed in a 
full body cast. Her age was 85 years. She was in the hospital + days. The 
doctor said that was long enough; into a nursing home or back home, one or 
the other. Approximately 6 weeks or 2 months later I attended this lady’s 
funeral. 

Take the Frazer case, a lady dying with cancer. Approximately 3 weeks 
before her death the doctor wanted to put her out of the hospital and was going 
to stop her medicine. She never had any intravenous feedings. Her son was 
staying with her practically all the time. I called on a Sunday night to Mr. 
Wallace, who was Governor DiSalle’s campaign manager in his recent suc- 
cessful election. He was very upset, the time being a little after midnight on a 
Sunday night. I told him if this would have been this time last year, and I had 
300 votes for Mr. DiSalle he certainly wouldn’t have gotten upset. I was re 
questing him to do everything possible to see if this lady could remain in the 
hospital and see if she could get the necessary help she certainly needed. 

The Radcliff case was this man had been sick since September. A rescue 
run was made at approximately 10:23, November 26. The man had difficulty 
in breathing. An ambulance took the patient to a hospital. Nurse looked 
him over and so did a doctor. He said to take him back home. On December 
3 I called on this gentleman. JI contacted the aid for aging office and they 
informed me they had made arrangements to care for him in another county. 
There are certain rest homes in Ohio that will not accept colored patients. 
This man is colored. 
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When have our rest homes becomes so gold plated? Do we have segregation 
in Ohio today? I contacted this rest home operator in another county, and she 
informed me she had never been contacted regarding the care of this colored 
patient. Mary Gorman, director of welfare, was contacted by telegram of these 
conditions on December 3. She was instructed to notify Mr. Wilder of the aid 
for aged and the Governor. I requested a reply immediately. I never did re- 
ceive any answer. On December 5, about 9:30 p.m. patient became extremely 
worse. Rescue run was made along about 10:15 p.m. Doctor was called but 
he was impossible to locate. Another doctor was called, and he was colored 
and is the coroner of Scioto County. He refused to come because he wasn’t the 
patient’s doctor. In something near an hour or so, neighbors called the same 
doctor again, and stated that they believed Mr. Ratcliff had passed away. He 
told them to call the undertaker and not to eall him. Neighbors called a local 
undertaker. He was busy but he sent some of his men to the residence with 
instructions, “If you see a sign of life, take this patient to the hospital.” If not 
bring him back here to the funeral home. These men took the ambulance and 
went to the address. Seeing no sign of life they removed him to the funeral 
home. The police were notified the same time the funeral director was. Police 
arrived 1 hour later. 

This case I will refer to as the Myrtle K. case. The reason for using the 
initial is this patient is in a State mental hospital. There were five doctors that 
signed a warrant of detention which gave the authority to be transferred from 
a city-owned hospital to a State mental institution, in the custody of two 
deputy sheriffs, her condition being so poor that it was necessary to deputize a 
nurse to accompany her to the hospital. Also commitment papers were signed 
by hospital administrator. The son had left specific instructions not to move 
this patient as he had talked to the receiving hospital 144 years ago and they 
informed him she was a medical patient and not a mental patient. On the facts 
he had submitted to this institution, he had left specific instructions on both the 
second floor and in the office, not to move his mother. She was moved. The 
family wasn’t notified of this condition until the son walked into the ward and 
the bed was vacant, and his mother had been taken to the mental hospital. This 
patient, weighing approximately 60 pounds, could only turn her head and raise 
her hand and never made a sound. They said at receiving hospital they had 
never seen commitment papers signed by five doctors before, and patient was 
only senile and was not considered a mental patient. Family could have placed 
patient in receiving hospital without court detention warrant. 

I believe there are some doctors in attendance here and if any of these doctors, 
and if any citizens from the States of Ohio or Michigan wish to make any 
exceptions to any remarks so far, or I intend to make, please feel free to do so. 
These doctors in southern Ohio can either get humane or take their licenses off 
the wall. Governor DiSalle has known all about these conditions, welfare 
departments, and other State personnel, since way last spring, the Governor 
particularly since April, or the staff in his office. Senator, I am not a Demo- 
erat; I am not a Republican; I am not a Catholic or I am not a Protestant. I 
am a Christian. No one can say that I am a Communist for what I am fighting 
for; I believe this is the American way. Senator, now what do you think of a 
statement such as this: Dr. Charles R. Wilcox, M.D., medical director, aid for 
aged, Welfare Department, Columbus, Ohio, publicly made this statement. “I 
will admit our nursing homes are deplorable. There are patients lying there in 
urine and feces and a mass of sores. But it is better for them to die there than 
in a noisy hospital.” The Governor and the welfare department and others 
have known about this for many months, and never anything done. This doctor 
is still employed by the State. 

I believe that there is one name the American people despise, especially you 
mothers and grandmothers that lost your sons and grandsons in the last war. 
That name is Adolf Hitler. But Adolf Hitler is a credit and a gentleman to the 
Governor of the State of Ohio, Governor DiSalle. I defy anybody to contradict 
me of this remark. Adolf Hitler did it the quick way, with the firing squad and 
gas chambers. He did not let them die as Dr. Wilcox says, it is better for them 
to die in urine and feces and Governor DiSalle knowing these conditions are 
going on. You can’t blame Governor DiSalle for all these conditions. Anything 
like this could not get this rotten in approximately the 10 months that he has 
been in office. What I do blame Governor DiSalle for is protecting civil service 
employees, both Democrat and Republican, and State officials being the same. 
Senator, your colleague, Senator Lausche, when Governor, his last term lasted 
about 8 years. He couldn’t help knowing about conditions. Some of this evi- 
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dence dates back through his administration and even further. Former Gov. 
William C. O’Neill, who followed Lausche as Governor was also attorney general, 
I believe the greater part of the Lausche administration. Why didn’t Governor 
O’Neill, even when he was Governor or attorney general under the Lausche 
administration, do anything. Then during the Governor, O’Neill administration 
the attorney general was Attorney Saxby. He never did make an indication of 
trying to clean up these deplorable conditions or Governor O’Neill and Governor 
DiSalle has been the same way. There is no reason he hasn’t acted, because he 
has known about these conditions, and has been told, and had never indicated 
he would do anything for these aged people and welfare department. The only 
reason I feel that he started inspection of mental institutions was due to the 
pressure that I had brought on regarding these helpless and defenseless people 
in the State of Ohio. What do you think, Senator, of a parcel of aid for aged 
property? The breakdown sheet in the State auditor’s office, Mr. James Rhodes, 
showed approximately $780. Now this was at the auditor’s office, when it 
eventually got to the treasurer of the State, I presume it had shrunk to $7.80, 
approximately. 

The manager of the local aid for aged office here received $4,000 for the same 
property. Here is the deeds, Senator. I pitched them up on the stage where 
the Senator was sitting. 

This money, Senator, is partial Federal aid. I don’t think the citizens care to 
pay taxes and see it thrown away. Now I’m not here to ask for additional 
money, all I’m here for is to ask to plug the drainage of funds for a certain few 
public officials and others, out of the welfare funds. There would then be 
money to take care of these helpless and defenseless people and stop this suffer- 
ing and deplorable welfare condition of citizens in Ohio. 

I understand there have been no audits of the 88 counties’ aid for aged 
offices by auditor, Mr. James Rhodes’ office, since 1942. I wonder how much 
money would be coming back to the State of Ohio if 88 aid for aged offices had 
been audited yearly. I have photostats’ and verifax copies from the auditor 
of State’s office. Patients not even in the nursing homes and the State of Ohio 
paying the bills for doctors and drugs. I would appreciate it if you would refer 
to the Columbus Dispatch (Republican newspaper), July 19, 1959, Sunday edi- 
tion, about a certain Riverview Nursing Home, Scioto County, Ohio. Also a 
company known as the F. & R. Drug Co. operating at this home. F. & R. 
stands for the owners’ initials, operator Frazer and Dr. Riehl, O.D., house 
doctor. I believe Senator, that smells to begin with, when a rest home operator 
and an osteopath put in a drug company in a nursing home. Auditor Rhodes 
audited this company on the fourth year, or made some sort of audit on the 
fourth year in business. He found excessive billing of drugs, amount of bill 
sent State, $16,000. Why didn’t he go back from the time the F. & R. Drug Co. 
had started in business 4 years ago. 

I feel that if you were to steal on the fourth year you would be stealing 
on the first and all other years. Auditor Rhodes, the State auditor, knew this 
condition was existing and he never exposed it to the public. If I had not 
found out about it, and I was very careful not-to mention Mr. Rhodes; if I would 
have, the public never would have known about this condition. 

Mr. Rhodes’ audit of F. & R. Drug Co. was practically a year old before this 
was ever made known to the public. The welfare department also knew about 
this condition. The welfare department wanted to settle with F. & R. Drug Co. 
for something around, if I remember correctly, $4,000. I had an awful battle 
with Judge Allman, assistant director, over this amount and no previous audits. 
Furthermore, there is quite a shrinkage of Federal commodities sent to southern 
Ohio for our school cafeteria’s surplus food, the shrinkage being after it 
arrives until it is delivered to the schools. Why is it our school system that 
handles money from the cafeterias using Federal commodities of food, supply- 
ing these dining rooms, they are not audited by the State auditor. Why is it, 
Senator, just a certain few benefit from this illegal operation of graft, etc.? I 
know our present Attorney General Mary McElroy knows all about these con- 
ditions of graft in these offices and treatment of these helpless and defenseless 
people. Why do news releases come out—task forces of attorney general offices, 
crusades on vice? In a northern county or two, attorney general asked the 
State for $25,000 and then another $25,000. Then they cut it down to only a 
total of $40,000 of the taxpayer money. And to my knowledge, there has not 
been an arrest made yet on this investigation. 

How big is Governor DiSalle, Senator? That he can keep and conceal and in- 
Struct his employees, an assistant known as Rankin Gibson, not to return 
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eriminal evidence that I had turned over to the State. Criminal evidence be- 
ing such as deeds, photostat copies, and verifax copies, affidavits, letters, and 
numerous other papers. 

Some of this evidence would be impossible to acquire again, from auditor of 
State, and pressure on persons involved. 

I would like to quote the letter that I received from Mr. Gibson, assistant to 
Governor. This is as near as I can recall the contents, dated on or about 
September 21. “This will acknowledge your telegram to Governor DiSalle. 
Among other things you requested the return of documents and other papers you 
loaned the State investigators several weeks ago. As I informed you by phone 
last week, the Governor has instructed me not to return these documents to you, 
as they may have some bearing upon the lawsuit that you brought against the 
State of Ohio and himself.” 

I requested numerous times for this evidence, and he will not act; he will not 
return it to me so that I can take action. Who is the Governor that can hold 
this information? I understand it is against the law to conceal and hold 
criminal evidence. Along about this point of the testimony I believe that I 
ealled Senator McNamara, by mistake, Senator Dirksen. 

Senator, by the amount of gray hair you have, and the amount that I am 
getting, none of us have any guarantee we won't wind up in one of these de- 
plorable nursing homes as several have. One, the secretary to the President 
of the United States died in one. A prominent doctor from the city of Hunt- 
ington, W. Va., when I was a child, died in one of these nursing homes. So I 
think you will agree that we do not have any assurance that we won’t wind up 
in one of these nursing homes. Senator, I think you will have to agree, as the 
old saying is “Once a man, twice a child.” I believe it still holds good; even 
in the phase of landing a satellite on the moon and the atomic age. I believe 
in good schools and education for our children but there is a limit to every- 
thing. How many billions of dollars have been spent for education from the age 
of 7 to 17? How many dollars have been spent for that second time, Senator? 
Many of us may go back to school from 65 to 85 for that second schooling. I’m 
reasonably sure, and you will agree, there is plenty of money to take care of 
these people, if it was handled properly, and laws enacted to protect these 
funds. I believe for the amount of money to be coming back to the State of 
Ohio, we would need a State as large as Michigan to stack the money on. I 
notice that the State of Michigan is broke. Senator, maybe we could make some 
kind of a deal to stack the money on the State of Michigan and the rental from 
the ground might bring Michigan from in the red to in the black. 

These conditions are going on not only in Ohio, but West Virginia, Ken- 
tucky, and Indiana and other States that I have been in contact with, and I feel 
they are going on completely across the 48 States. I will admit our State 
officials are blind, but it is remarkable the way they get around. They even 
get around without the help of the seeing-eye dog. But I do know there is 
nothing wrong with their noses, cause I can smell that rotten Ohio Department 
of Welfare from Columbus clear to Detroit, the same as I can smell the Depart- 
ment of Welfare of Lansing down here. 

I could pull from random 10 files from the prisons in Michigan and Ohio. Six 
of these prisoners would be released and crimes would not be near as bad as 
other people have committed, by taking these funds from these helpless and de- 
fenseless people. 

I do not believe there is too much wrong in me taking what the gentleman 
sitting next to you has in his pockets, or he would take what I have in my pockets 
as we are pretty evenly matched. But what chance would this lady sitting here 
have if I would try to take her pocketbook. She would have no chance at all. 
I believe these are pretty good comparisons of welfare conditions, of how this 
money is misused and graft in the welfare department. These are the statements 
to the best of knowledge that I made. Then I stepped up on the stage and 
thanked the Senator for his kindness and for permitting me more than 3 minutes 
to speak. 

You talk about the rigged TV programs, such as Charles Van Doren. I can’t 
say there was too much wrong there. A big corporation wanting some publicity 
and to give away some money, and Mr. Van Doren did accept some information, 
which he did know was wrong. But on the other hand that didn’t hurt anybody. 
These conditions I have described of the welfare department, the helpless and 
defenseless and the misfortunate citizens suffer and the others have the heavy 
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tax burden to carry. I know these statements are not in order as I said them 
in Detroit but these are the points that I touched on. 

P.S.: After my return from Detroit, news release was, Mary Gorman, direc- 
tor of welfare department, had settled with F. & R. Drug Co., Riverview Nurs- 
ing Home. Total bill was approximately $16,000. Statement made $7,000 lopped 
off is the way the commentator said it. The settlement was made 2 months ago. 
Total paid F. & R. Drug Co. approximately $9,000. Mrs. Gorman said in July after 
investigation was made the public would be informed immediately. 


x 





